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Roberts’ Difficult Diagnosis — A Brand New Book! 


A unique new book to aid you when standard efforts Roberts gives you specific help with systematized out- 
lines and vivid descriptions of those related condi- 


tions apt to produce puzzling and obscure illness. 


at diagnosis have failed and the case requires re- 
thinking plus improvisation of a new approach. Dr. 


See SAUNDERS Advertisement on next 2 pages 
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ifficult 


Designed as a postgraduate supplement to standard diagnosis 
texts—elaborating on those conditions which are commonly 
overlooked, not well comprehended, or insufficiently stressed 
by most physicians. 

e 
Lists, classifies, and concisely analyzes the numerous labora- 
tory and clinical diagnostic procedures available for pinpoint- 
ing obscure illness. 

Provides a remarkably helpful source of information for 
Board Candidates, particularly in internal medicine. 

* 
Contains a separate 64-page Atlas of Systemic Dermadromes 
in which are pictured the cutaneous manifestations of scores 
of systemic disorders. A numbev of the illustrations are in 
full color. 

e 
Contains a thumb-tabbed index on Signs, Symptoms and Lab- 
oratory Manifestations. If a patient exhibits edema, for exam- 
ple, you can quickly locate the diseases and disorders in which 
such a symptom may be present. 

e 
Contains over 3000 bibliographic references up through Oc- 
tober, 1957. Almost all are drawn from the last 10 years. 

* 


By H. J. Roberts, M.D. 


Good Samaritan Hospital and St. Mary’s Hospital, 
West Palm Beach, Florida 


Chapters are introduced with an extensive and explicit break- 
down of Contents—permitting fast and easy use. 
e 


913 pages, 644” x 914” 
Illustrated, About $19.00 
Ready within three weeks 


Extensive cross-referencing permits you to relate divergent 
phenomena and information in developing your diagnosis. 


CONTENTS 


Part I. Groupings of Related 
Diseases Frequently Producing 
Puzzling Illness 


Iatrogenic Illness Renal Function Tests—Urinalysis 

Miscellaneous Entities, Including the 
Heredofamilial Disorders 

Obscure Postoperative Complications 

Medical-Surgical Diagnostic Problems 
Relating to Obscure Abdominal Pain, 
Gastrointestinal Hemorrhage, and 
Intestinal Obstruction 


Cutaneeus Medicine 


AN ATLAS OF SYSTEMIC 
DERMADROMES 


Liver Function Tests 

Studies of Endocrine Function 

Bacteriologic and Immunologic Studies 

Endocrinopathies 

Metabolic Disorders 

Hepatic Disease and Jaundice 

Fever and Infection of Obscure Origin 
—General Considerations 

Infections—Specific 

Hematologic Diseases 


Studies of Gastrointestinal Function 
Studies of the Central Nervous System 


Studies of Cardiovascular-Pulmonary 
Function 


Exfoliative Cytology 
Biopsies in Clinical Medicine 
Supplementary X-ray and Photograph- 


Noninfectious Granulomata 
Vascular Diseases 

Diseases of Heart and Great Vessels 
Dyscollagenoses 

Neoplastic Diseases 

Disorders of the Nervous System 


Part I. Classification & Analysis 
of Useful Diagnostic Procedures 


Hematologic Studies 
Blood Chemistries 


ic Procedures 
Studies of the Eyes in Systemic Dis- 
orders 
Therapeutic-Diagnostic Tests 
Withdrawal Tests 
Provocative Tests 


THE JOURNAL of the American Medical Association is published weekly by the 
$17.00. Foreign $21.50. Accepted for entry as second class mail at the Postoffice at Dayton, 
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By H. J. Roberts, M.D. 


iagnosis... 


Ad Guide to the Interpretation of Obscure Lliness 


Assists you in making a careful, systematic, and logical analysis 


This unique new book starts where standard text- 
books of diagnosis stop. It is devoted to the analysis 
of the puzzling case, of the persistent disorder or 
dysfunction that fits no pattern and defies explana- 
tion under normal diagnostic procedure. 


When the physician “strikes a blank wall” in his 
efforts to pinpoint the cause of an illness, he can turn 
to this volume and find neatly catalogued descriptions 
and discussions of all the unusual etiologic factors 
that might produce such a clinical picture. 


The first portion of the book covers groupings of 
related diseases which frequently produce obscure 
illness. The second part discusses every special diag- 
nostic procedure which has value in today’s practice 
of medicine—with notes on technique of performance, 
reliability and significance of results. You'll find 
these efficient diagnostic techniques can be applied 
to your practice in a richly rewarding manner. 


Dr. Roberts’ primary concern is not with the fully de- 
veloped classic syndrome, but rather the earlier atyp- 
ical manifestations—where the diagnostic problem is 
the most puzzling. He discusses baffling cases of 
apathetic hyperthyroidism, “pre-leukemic” leukemia, 
myeloma, ete. 


One entire chapter is devoted to obscure postoperative 
complications as encountered by the medical con- 
sultant. Another to the medical-surgical problems of 
abdominal pain, gastrointestinal hemorrhage and in- 
testinal obstruction. 


A particularly interesting section sets you to think- 
ing about familial predisposition as a possible diag- 
nostic clue. The author discusses this factor in rheu- 
matic fever, pernicious anemia, diabetes, hyper- 
cholesterolemia and other entities. 


A mountain of scholarly labor is represented by this 
accumulation of otherwise hard-to-find information. 
General practitioners and surgeons, no less than con- 
sultant internists, will welcome the diagnostic gems, 
concepts and axioms so evident throughout the text. 


of the available facts accompanying disease of puzzling etiology 


DISCUSSES SUCH NEWER DISEASE ENTITIES 
AS: Cytomegalic inclusion disease—Primary aldo- 
steronism—Ardmore disease—Abacterial throm- 
botic endocarditis—Wegener’s granulomatosis— 
Pulmonary microlithiasis—Epidemic neuromyas- 
thenia — Mucormycosis — Cysticercosis cerebri — 


“Pulseless disease’”—Lipogranulomatosis. 


DISCUSSES SUCH NEW DRUGS, TESTS AND 
CONCEPTS AS: Chlorothiazide as a precipitating 
cause of hepatic coma—The use of hypothermia 
for central nervous system damage in cardiac ar- 
rest—Techniques and clinical value of sex chromo- 
some studies—Various screening tests for unilat- 
eral renal disease in hypertension—The phospho- 
rus deprivation test—The pulmonary resection tol- 
erance test—Magnesium deficiency following para- 
thyroid surgery. 


Order Today! 


W. B. SAUNDERS COMPANY 


West Washington Square, Philadelphia 5, Pa. 


Please send when ready and charge my account: 


(] Easy Pay Plan $3.00 per mo. 


Roberts’ Difficult Diagnosis . . . . about $19.00 
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use classified ads 
in the Journal 


of the 


American Medical Association 


If you desire a new location or position... 


If you need a partner or successor... 
If you want to buy or sell apparatus, instruments or books... 


A CLASSIFIED AD IS YOUR ANSWER 


THE JOURNAL OF THE AMERICAN MEDICAL ASSOCIATION 


535 NORTH DEARBORN STREET, CHICAGO 10, ILLINOIS 
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WHEN 
BLOOD 
PRESSURE 
MUST 
COME 
DOWN 


AS IN THIS CASE": 
Fundus of 62-year-old 
female who has had severe 
hypertension for many 
years. Photo shows effect 
of pressure at a-v 
crossings and various 
types of hemorrhage. 


In Serpasil-Apresoline the 

mild calming and antihyper- 

tensive effects of Serpasil 

complement the more marked 

antihypertensive action of 

Apresoline. Thus, Apresoline is 

effective in lower dosage, resulting in a notable reduction of side effects. “Hydral- 
azine [Apresoline] in daily doses of 300 mg. or less, when combined with reser- 
pine, produced a significant hypotensive effect in a large majority of our patients 


with fixed hypertension of over three years’ duration.” 
1. Bedell, A. J.: Clin. Symposia 9:135 (Sept.-Oct.) 1957. 2. Lee, R. E., Seligman, A. M., Goebel, D., Fulton, L. A., and 
Clark, M. A.: Ann. Int. Med. 44:456 (March) 1956. 


SUPPLIED: TABLETS #2 (standard-strength, scored), each ining 0.2 mg. S il and 50 mg. Apresoline hydrochloride. 
TABLETS #! (half-strength, scored), each containing 0.1 mg. Serpasil and 25 mg. Apresoline hydrochloride, 


SERPASIL® (reserpine CIBA) 


APRESOLINE® hydrochloride ® 
(hydralazine hydrochloride CIBA) as 
SERPASIL®- APRESOLINE® hydrochloride 
(reserpine and hydralazine hydrochloride C!BA) 


B A SUMMIT, N. J. 
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Smooth-top Sertapedic mattress 
helps so many people enjoy deep, restful sleep? 


-HERE’S WHY— 


1. Permanent TOP SOFTNESS — 2. Extra-firm DEEP SUPPORT 
relaxes muscles levels spine 


Press lightly ...see how patented Sertaliner construc- Press hard...and see. Ribbons of steel in Sertaliner 
tion gives permanent top softness in the innersprings-— construction give extra firmness to the heavy-gauge 
not just the upholstery. Press lightly ...feel muscle-relax- innersprings—and distribute your body weight for spine- 
ing resiliency. It’s permanent comfort! level sleep. It’s permanent firmness! 


SERTALINER CONSTRUCTION 


The secret is patented 


Sertaliner Spring Construction... 


This remarkable mattress invention gives firm- 


ness to level the spine, without sacrificing comfort : ae, 
Serta’s patented Sertaliner construction gives Serta 


that helps relax tense muscles. As a leading firmness Without sacrificing comfort. No sag... 
ibbo f steel distribute weight over all 
physicianj reports, “‘...the Serta Mattress gives to 


adequate support without at the same time specifically designed for a smooth-top mattress. 


giving a hard sleeping surface.” SMOOTH-TOP 
These spine-leveling, * 
muscle-relaxing qualities 
of the Sertapedic help 
so many people enjoy Filer Twin Se LIFE 
deep, restful sleep. — 
Other mattresses from $59.95 A “Perfect fSleeper” Mattress 


to $169.50. Slightly higher 
in Canada and Hawaii tName on request _ Housekee 
45 WES 


SERTA ASSOCIATES, INC. Executive Offices, 666 N. Lake Shore Dr., Chicago 11, Ill. 
Also makers of the famous Serta® ‘‘Posture’’* Mattress and Serta®-‘‘Lux’’* Smooth-Top Mattress. 
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The 


Test... REGITINE’ | 
for PHEOCHROMOCYTOMA 


Removable Cause of Hypertension 


Free copy 
on ‘requesi 


another useful publication 


from CIBA- 
to aid you wn your practice... 


Contents include: * published comment 

* significance of * treatment of 
pheochromocytoma pheochromocytoma and 

* the test with Regitine additional information 

* clinical experience of particular interest 


Asa further effort to be of service to the medical profession, 
we now offer this brief treatise on a tumor that is of great 
significance pathologically. Complete with illustrations and 
graphic data, The Test with Regitine* for Pheochromo- 
cytoma can prove most valuable in your everyday practice. 
For your free copy, write Medical Service Division, CIBA, 
Summit, New Jersey. 


REGITINE® (phentolamine CIBA) 


— 
clinics! 
q 
Xx 
Ve 
F 
CIBA 
: 
| 
s 


More than 
enough 
Gantrisin 
Tablets 

to encircle 
the earth- 


If all the Gantrisin tablets* produced and used 
since the introduction of this single, soluble 
sulfonamide were placed "end to end," the distance 
would exceed 24,000 miles -- more than enough to 
encircle the globe at the equator. 


This acceptauce by the medical profession is 
overwhelming evidence of the clinical usefulness, 
efficacy and safety of Gantrisin. 


*More than 3 billion tablets (liquids and other 


forms not included). 


GANTRISIN®—brand of sulfisoxazole 


ROCHE] Original Research in Medicine and Chemistry 


ROCHE LABORATORIES 
Division of Hoffmann-La Roche Inc 


Nutley 10, N.J. 
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Provides balanced 
nutritional values 


(@) Fibre-free HYPOALLERGENIC formula. 


@ An excellent formula for regular 
infant feeding. 


@ An ideal food for milk allergies, 
eczema and problem feeding. 


SOYALAC helps solve the feeding problem of 
prematures and infants requiring milk-free diet. 


Strikingly similar to mother’s milk in composition 
and ease of assimilation, babies thrive on SOYALAC. 


Clinical data furnish evidence of SOYALAC’S value 
in promoting growth and development. 


Protein of high biologic value is obtained from the 
soybean by an exclusive process. 


Lg 
Tree Booklet and, Samples 


A request on your professional letterhead or prescription form —o 
will bring to you complete information, and a supply of cre 
samples. Please address the Loma Linda Food Company, = 


Arlington, California, or Mount Vernon, Ohio. 


Medical Products Division 


LOMA LINDA FOOD COMPANY 


ARLINGTON, CALIFORNIA MT. VERNON, OHIO 
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superbly well 


eo, POLARAMINE REPETABS 6 mg., bottles of 100 and 1000. 


5 


new 


dextro-chlorpheniramine maleate 


REPETABS 


daylong or nightlong relief 


Assure unexcelled antihistaminic protection 
for your allergic patients 
POLARAMINE assures your allergic patients a therapeutic 
effectiveness unsurpassed by other antihistamines at doses 


averaging only 12 mg. daily. Side effects, such as drowsiness, 
dizziness and nausea, are virtually absent. 


One 6 mg. REPETAB provides uninterrupted symptomatic relief 
that lasts all day or all night...eliminates fear of midday letdown 
or forgotten doses...assures unexcelled antihistaminic protection. 


DOSAGE: One REPETAB in the morning and one REPETAB in the evening. 
Tablets, 2 mg.—one t.i.d. or q.i.d. 


Tablets, 2 mg., bottles of 100 and 1000. 


SCHERING CORPORATION * BLOOMFIELD, NEW JERSEY elted 
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as a vaginal menstrual guard of choice... 


but also for professional use 


to retain vaginal and cervical medications 
after treatment and between office visits. 


to protect against seepage after cervical 
biopsy or cauterization. 


to absorb discharges or abnormal secretions. 


Three Absorbencies REGuLAR, Super, JUNIOR— 


for varying requirements. 


Made of pure surgical absorbent cotton — readily 
available and economical. 


COMFORTABLE * CONVENIENT * SAFE 


| | | INCORPORATED + PALMER, MASS. 
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‘TOTAL PATIENT’ THERAPY 
EFFECTIVELY 
CONTROLS anxiety- 
tension-induced exacer- 
bations and emotional 
factors through the 
tranquilizer and muscle- 
relaxant! effects of 
hydroxyzine. Potentiates 
the action of prednisolone, 
improving response, 

often increasing 

dosage efficiency, and 
permitting lower 
dosages.2+ The unique 
anti-secretory action® 

of hydroxyzine also 
minimizes corticoid-induced 
gastric reactions. 


1. Hutcheon, D. E., et al.: 
Paper presented at Am. Soc. 
Pharmacol. & Exper. Therap., 
Nov. 8-10, 1956, French Lick, 
Ind. 

2. Johnston, T. G., and Cazort, 
A. G.: Clin. Rev. 1:17, 1958. 

3. Warter, P.J.: J. M. Soc. 

New Jersey 54:7, 1957. 

4. Individual Case Reports to 
Medical Dept., Pfizer 
Laboratories. 


’ 5. Strub. I. H.: To be published. 


ATARAXOID 


prednisolone-hydroxyzine 


SUPPLIED: 
ATARAXOID 5.0 


scored green tablets, 5.0 mg. 
and 10 mg. 

ydroxyzine hydrochloride, 
bottles of 30 and 100. 


ATARAXOID 2.5 


scored blue tablets, 2.5 mg. 

and 10 mg. 
ydroxyzine hydrochloride, 

bottles of 30 and 100. 


ATARAXOID 1.0 


scored orchid tablets, 1.0 mg. 
and 10 mg. 

ydroxyzine hydrochloride, 
bottles of 100. 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York 
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new lly potent narcotic analgesic 


ANILERIDINE 


effective even for * 


* orally potent 
* consistently gives profound relief 


* minimal side effects 


Additional information to physicians on request. 
Subject to Federal Narcotic Law. MERCK SHARP & DOHME 
LERITINE is a trade-mark of Merck & Co., Inc. DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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“That's quite a little sneeze you've got there, sir! We're going 
to have to do something for that hay fever!” 


“I suggest two weeks of fishing in your case, Doctor.” 
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what qualities do you 
want most in a 
skeletal muscle relaxant? 


efficacy? 
long-lasting action? 
practical dosage? 
minimal side effects? 


you ll find them all in... 


PARAF LEX’ 


Chlorzoxazonet 


specific for painful spasm 


In low back pain, sprains and strains, PARAFLEX provides 

effective muscle relaxation on an average dosage of only 6 tablets daily. 
The benefits from a single dose of PARAFLEX persist for about 

six hours. Useful in a wide variety of traumatic, rheumatic, 

and arthritic disorders, PARAFLEX usually lessens spasm and pain 
without producing side reactions. 

SUPPLIED: Tablets, scored, orange, bottles of 50. 

Each tablet contains PARAFLEX, 250 mg. 

*Trade-mark tU.S. Patent Pending 


McNeil Laboratories, Inc - Philadelphia 32, Pa. 
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For Speedier Return to Normal Nutrition 


for Well-Tolerated Protein 


In Infectious Hepatitis 


A well-balanced, liberal diet—high in protein and calories, 
but moderate in fat—appears to shorten convalescence in 
uncomplicated infectious hepatitis.* Current opinion recom- 
mends that the patient be encouraged to consume between 
1.5 and 2 grams of protein and 40 to 45 calories per kilogram 
of body weight daily. 

Meat functions in several important ways in the dietary 
management of infectious hepatitis. It supplies large amounts 
of well-tolerated protein, and it makes meals attractive and 
appetizing, an inducement to adequate eating in the presence 
of anorexia. 

During the initial stage, when the appetite is especially 
poor, one of the most acceptable sources of high quality 
protein is broiled ground lean beef. One authority* recom- 
mends broiled ground beef three times daily. (Each 3.5 
ounces supplies approximately 30 grams of protein.) With 
the recovery of appetite, other attractively prepared meats 
also are served. 

Meat also helps assure an adequate intake of B vitamins, 
as well as iron, phosphorus, potassium, and magnesium. 


*Kark, R. M.: Nutritional Aspects of Liver Disease in Man, in Wohl, 
M. G., and Goodhart, R. S.: Modern Nutrition in Health and Disease, 
Philadelphia, Lea & Febiger, 1955, pp. 597-606. 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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Staphylococcic enteritis and other serious staph infections among 
hospitalized patients may be refractory to most antibiotics except 
CATHOMYCIN (novobiocin). For such infections, CATHOMYCIN consti- 
tutes an excellent antibiotic. It has an established record* of effectiveness 
against strains of organisms resistant to most other antibiotics. When 
administered in combination with other antibiotics, CATHOMYCIN may 
delay the emergence of resistant strains. 


CATHOMYCIN produces therapeutic blood levels quickly—usually main- 
taining these levels for 12 hours or more. The drug does not destroy 
beneficial intestinal flora. It is generally well tolerated and shows no 
evidence of cross-resistance with other antibiotics. 


CATHOMYCIN 


for staph posse septicemia, enteritis, postoperative wound infections and other NOVOB | oc | N 
serious s infections. 


DOSAGE: Adults: CATHOMYCIN Sodium 2 capsules b.i.d. or CATHOMYCIN Calcium 
Syrup 4 teaspoonfuls b.i.d. Children: (up to 12 years) 2 to 8 teaspoonfuls daily in 
divided doses based on 10 mg. CATHOMYCIN per Ib. of body weight per day. 
SUPPLIED: Capsules sodium novobiocin, each containing the equivalent of 250 mg. 
of novobiocin—vials of 16 and 100—and as an orange-flavored syrup (aqueous 
suspension), in bottles of 60 cc. and 473 cc. (1 pint). Each 5 cc. CATHOMYCIN Syrup 
contains 125 mg. (2.5%) novobiocin, as calcium novobiocin. 
*Complete bibliography available on request. 
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MERCK SHARP & DOHME Division of MERCK & CO., Inc., Philadelphia 1, Pa. 


the hypertension 
and the psychic tension 


NOW. 
contro! both 


for fuller patient benefits 


When you prescribe EQUALYSEN for essential 
hypertension, your patient benefits from both 
objective and subjective relief. Through control of 
both vascular and emotional factors, EQUALYSEN 
lowers blood pressure, induces remission of hyper- 
tensive manifestations, relieves mental and muscu- 
lar tensions. The benefits of ganglionic blockade 
are increased by the concurrent relief of psychic 
stress, and dosage of the blocking agent may be 
reduced in many patients. Your elderly hyper- 
tensive patient in particular will benefit from 
increased symptomatic relief afforded 
by EQUALYSEN. Tablets, vials of 50 Wijeth 
(200 mg. meprobamate, 20 mg. pen- . 

tolinium tartrate). Philadelphia 1, Pa. 


QUALYSEN 


Meprobamate and Pentolinium Tartrate, Wyeth 


lowers blood pressure and relieves emotional symptoms 
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BREAKTHROUGH IN DIABETES 
© 


“available tor general clinical 
ptactice. Today, more than 
300,000 diabetics are 
enjeying the advantages of 
oral management. 


"What has our experience 

taught es? What has Orinase 
meant te practicing 

physicians, to patients, to 

What can we 
‘expect of the future? 


Jostiast year, a new chapte: 
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NA BREAKTHROUGH /IN DIABETES 


When Orinase was first introduced, it was hailed primarily for the increased flexibility 
it lent to diabetic management, and for its patient benefits. The extensive experience of 
the past year has confirmed that Orinase is both well tolerated and effective in the majority 
of adult, stable diabetics. But we now know that the significance of Orinase goes even 
further. Indeed, the new light Orinase has shed on our understanding of diabetes makes its 
advent a breakthrough comparable to the discovery, in 1889, that the diabetes syndrome 
rapidly develops following removal of the pancreas, and to the isolation of insulin in 1921. 


Before Orinase, research in diabetes was moving ahead slowly. Pathogenesis of the disease 
remained an enigma, and the mechanism of insulin action continued to elude investiga- 
tors. Nor was any explanation forthcoming for the different types of diabetic syndromes, 
the progressive nature of the disease, or for the wide range of insulin requirements. 


Clinically, too, there was much to be desired: the lifelong regimen of daily injections, 
the rigid meal schedules, and, above all, the constant threat of hypoglycemia. To the 
patient, these meant a life centered around his disease; to the physician, the ever-present 
danger of complications. 


And now, what are the circumstances one year after the introduction of Orinase? In 
briefest summary, this is where the evidence points: 


Diabetes mellitus does not appear to be a single pathological entity. There are several types of 
diabetic disorders. The most common is “Orinase-positive” diabetes, in which administration 
of Orinase induces release and utilization of the patient's endogenous insulin. 


In “Orinase-positive” diabetics, Orinase may achieve better control than injections of exoge- 
nous insulin. 
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Facts and Figures 


ORINASE 


NUMBER OF PATIENTS ON ORINASE: 


CRITERIA OF PATIENT SELECTION: 


INCIDENCE OF SIDE EFFECTS: 


(transitory skin rash, nausea, etc.) 


TOXICITY: 
ESSENTIAL CONDITION 


FOR RESPONSE TO ORINASE: 


PRIMARY MODE OF ACTION OF ORINASE: 


CONTRAINDICATIONS: 


ONE YEAR AGO-1957 


Orinase was officially released for prescription 
on June 3, 1957. Prior to its release, 

it had been thoroughly and painstakingly 
tested in more than 20,000 patients. 


Adult, stable diabetes 
(onset around 40 years of age) 


Only 3% 


Functional pancreas 


Unknown 


Juvenile diabetes... brittle diabetes... 
history of coma, acidosis, or ketosis 

... infections and major surgical 
operations...severe trauma... gangrene... 
diabetes adequately controlled by diet 
alone. 
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20,000 
None 


ONE YEAR LATER-1958 


‘Today, Orinase is a routine therapeutic agent in the 
management of hundreds of thousands of diabetics. Numerous 


clinical observations confirm its efficacy and have 
brought to light many new additional benefits of Orinase therapy. 


Over 300,000 


Age: 40+ (at onset) 

Insulin: 40— (daily requirements) 

These are typical criteria for the candidate most likely to respond to Orinase. 
However, diabetics with an earlier development of the disease also 

deserve acareful trial with Orinase, because Orinase has been found effective 
in many of the 20 to 40 age-of-onset diabetics. 


Approximately 3% (side effects continue to be mild and transitory — 
drug withdrawn for these effects in only 1.6%) 


Functional beta cells of the pancreas 


In the presence of a functional pancreas, Orinase effects the production 
and utilization of native insulin via normal channels. 


Juvenile diabetes... brittle diabetes... history of coma, acidosis, 
or ketosis... infections and major surgical operations ...severe trauma... 
gangrene ...diabetes adequately controlled by dietary restriction alone. 


N 
one 

; 


of Orinase 


Intensive diabetic research, stimulated by the introduction of Orinase, has led 


many investigators to revise the very concept of diabetes as a single clinical 


entity, and to coin the term ° Orinase-positive” diabetes. Oral therapy of ~Orinase- 


positive” diabetics presents the following advantages: 


Better control of diabetes 
Orinase-responsive patients show more stable blood sugar levels and less glycosuria on Orinase than 
on insulin. Because Orinase acts via endogenous insulin, daily control of diabetes is smoother; “peaks 


and valleys” typical of exogenous insulin are leveled out. 


Greater freedom from hypoglycemia 
Patients on Orinase rarely experience hypoglycemic reactions. Even when hypoglycemia does occur, 
it is milder and more amenable to therapy than insulin (hypoglycemic) reactions. 


Side effects—few and minor 
Side effects attributable to Orinase occur in about 3°, of cases, and only half of these necessitate 
withdrawal of Orinase. Most common are skin rashes or mild gastrointestinal upsets. Careful obser- 
vations of large series of patients maintained on Orinase lor more than two years revealed no damage 
to the liver, blood, kidneys, or pancreas. Orinase is not goitrogenic. 


Painless management of diabetes 
Simple, easy, oral administration eliminates subcutaneous fat atrophy and frequent allergic reactions 


to insulin. 


Virtually no increase in insulin requirements 
Even after prolonged Orinase therapy, patients scarcely ever show any increase in insulin require- 
ments. In fact, such increase on Orinase is less common than on insulin. 


No impairment of diabetic status 
Orinase therapy does not aggravate the underlying diabetic pathology. In some cases, there may be 


an actual improvement or even a remission. 
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Subjective advantages of Orinase 


The extreme satisfaction of patients whose conditions are now controlled 


with tolbutamide is immeasurable.” Breneman, J. C.: J.A.M.A. 164:627 (June 8) 1957. 


ORINASE HELPS CORRECT MAJOR DISLOCATIONS IN THE LIFE PATTERN OF DIABETICS 


Orinase tends to restore emotional balance 
Diagnosis of diabetes, usually coming late in life and carrying with it a long sentence of daily fear and 
anxiety, profoundly upsets the emotional balance of the average patient. Adjustment to radical changes 
in daily living is difficult. Daily injections, special meal schedules, and new limitations on activities 
make the patient feel “‘set apart.’’ Oral therapy simplifies life, brings it closer to normal, helps restore 
a cheerful, hopeful outlook. 


Sense of personal freedom regained on Orinase 
No longer tied toa refrigerator, sterilizing apparatus, nearest restaurant, and rigid schedules, a diabetic 
on Orinase can enjoy travel and a variety of personal activities. 


Orinase makes diabetes easier on the patient’s family 
With no dependence on members of the family for diabetic care, the patient can resume a more normal 
place in the family circle. 


Orinase permits occupational continuity 
Because of the hazards of hypoglycemic shock, some diabetics are forced to give up their customary 
occupations, or must limit and curtail their working hours—as may be the case with traveling salesmen, 
business executives, and others with unpredictable work schedules. On Orinase, patients usually can 
continue their normal occupations. 


Normal social life made possible by Orinase 
“Orinase-positive” diabetics can visit their friends, without the embarrassing necessity of meals at 
special hours...can participate in community life and social events in a more normal fashion. 


Stability and sense of well-being on Orinase 


Patients report an increased sense of stability and well-being...they are less irritable...their mood 
and outlook are improved. 
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Easier on the Patient’s Family Restored Emotional Balance 
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ORINASE 
EPOCH 


BREAKTHROUGH FOR THE PATIENT 


A more normal, more secure life for the majority of diabetics. 


BREAKTHROUGH FOR THE PHYSICIAN 


Smooth control, relatively free from the danger of hypoglycemic shock. 


BREAKTHROUGH FOR METABOLIC INVESTIGATORS 


New stimulus and new evidence in searching for the final 
answers to diabetes. 
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IN EMPHYSEMA, chronic bronchitis and other pulmonary disorders, Choledyl relieves broncho- 
spasm, directly stimulates the respiratory center, increases vital capacity. After two weeks on a 
Choledyl regimen, patients usually display a marked reduction in wheezing and coughing...their 
breathing becomes easier. An effective, well-tolerated, highly soluble salt of choline, Choledyl 
provides long-term protection...with practically no gastrointestinal irritation. 
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Defense Department Retains Medical 
Assistant Secretary . . 


President Criticizes Union Welfare Fund 
Act But Signs It . . 

Preventable Infectious Diseases Big 
Problem in Near East . . 

UMW Claims Saving Through Restricting 
Freedom of Choice . . 


MEDICAL ASSISTANT SECRETARY POST 
RETAINED IN DEFENSE DEPARTMENT 


The administration and the Pentagon now have 
agreed to retain the post of Assistant Secretary for 
Health and Medical Affairs in the impending re- 
organization of the Defense Department. Until an- 
nouncement of this decision by Defense Secretary 
McElroy it was understood the post would be 
down-graded to that of special assistant to the 
Secretary. 

Under a reorganization plan passed by Congress, 
the Secretary was authorized to eliminate one As- 
sistant Secretary post. The American Medical Asso- 
ciation had opposed the elimination in appeals to 
both Senate and House committees earlier in the 
year, and, after passage of the bill, to the adminis- 
tration and the 

In a letter addressed to the House Armed Serv- 
ices Committee, A. M. A. Executive Vice President 
Blasingame noted that the position was created in 
1953, after four years experience with a special 
assistant in charge of the work. He parr Sel that 
under the Assistant Secretary system, “an enviable 
record of increased efficiency and economy has been 
established” in military medicine. 

Dr. Richard L. Meiling testified before the Senate 
Armed Services Committee, declaring in part: “It 
is the considered opinion of the American Medical 
Association that to abolish or downgrade the posi- 
tion of the Assistant Secretary of Defense (health 
and medical) would have a most deleterious effect 
at all echelons within the Defense organization 
upon the medical and health services of our armed 
forces and upon the morale of military personnel.” 


PRESIDENT SIGNS UNION WELFARE FUND 
ACT BUT CRITICIZES IT 


Although signing into law a bill to require a 
certain amount of publicity for union and union- 
management health and welfare funds, President 
Eisenhower described it as inadequate to correct 
known abuses and said it should be strengthened 
by the next Congress. 


FROM THE WASHINGTON OFFICE OF THE AMERICAN MEDICAL ASSOCIATION 


Under the law, the only labor legislation to pass 
the last Congress, funds that are an outgrowth of 
collective bargaining are required to register with 
the Secretary of Labor, wie annual reports and 
file one copy with the Secretary, and open their 
financial books to any beneficiaries. 

In criticizing the measure as too weak, Mr. Eisen- 
hower said in part: 

1. The act requires only summary statements of 
many important aspects, “making it possible to 
conceal many abuses.” 

2. No agency of government is authorized to pro- 
vide uniform interpretation of the bill's technical 
terms, and “the chaos that will result is obvious.” 
Failure to designate an agency which plan adminis- 
trators can consult for reliable and authentic opin- 
ions, and for report forms, “enables corrupt admin- 
istrators to hide abuses, blocks beneficiaries from 
receiving adequate information, and subjects ad- 
ministrators to uncertainties in compliance.” 

3. The bill’s reliance solely upon individual em- 
ployees to compel compliance through court pro- 
ceeding is most unrealistic. “Employee suits alone 
are inadequate as enforcements remedies. Unaided 
by governmental authority to conduct investiga- 
tions and institute litigation, individual employees, 
without financial resources or legal experience, can 
be easily intimidated, made subject to reprisals and 
discouraged from taking effective action. 

4. The bill fails to give the Secretary of Labor 
either investigatory or enforcement powers with 
respect to reports filed with him. 

5. There is no provision for dealing directly with 
“the most flagrant abuses,” such as embezzlement 
and kickbacks, once they are uncovered. 

In conclusion the President said: “Not only did 
the Congress fail to appropriate any money to ad- 
minister the custodial and other functions of the 
Secretary under the bill, but the annual financial 
reports will not have to be furnished until as late as 
May, if the plans are on a calendar year basis or for 
a period of 120 days after the completion of the 
fiscal year if they operate on a fiscal year basis.” 


PREVENTABLE INFECTIOUS DISEASE IS BIG 
PROBLEM IN NEAR EAST 


In connection with President Eisenhower's ap- 
peal for an all-out effort by all nations to control 
disease in the Near East, the U. S. Public Health 
Service says that “preventable infectious dis- 
ease continues to be the predominant health prob- 
lem of the area. General death rates remain 
distressingly high—in Egypt, for instance, being 

(Continued on page 30) 
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double that of the United States. The reported 
infant death rate in that country is 148 in the first 
year of life per 1,000 live births, as compared to 25 
in the United States.” 

The President made his appeal during his address 
to the United Nations General Assembly at the 
special meeting called to stabilize the Near East. 
He declared: 

“Another great challenge that faces us is disease. 
There is substantial effort among the people and 
governments of the Near East to conquer disease 
and disability. But much more remains to be done. 
The United States is prepared to join with other 
governments and the World Health Organization 
in an all-out joint attack on preventable disease in 
the Near East.” 

The World Health Organization’s regional office 
for the eastern Mediterranean attempts to assist 13 
countries extending from Tunisia to Pakistan and 
from the Mediterranean to Ethiopia and Sudan. 
Last year WHO carried out 88 projects in this area, 
including technical assistance for control of com- 
municable diseases such as malaria and schistoso- 
miasis, development of health services, training of 
personnel, and improvement of sanitation services. 

In 1957 WHO provided 155 international fellow- 
ships to professional personnel in the area for study 
abroad. 

The Internation Cooperation Administration, with 
the technical assistance of the Public Health Serv- 
ice, at present is supplying technical aid to Iraq, 
Libya, and Jordan and in the past has helped 
Egypt, Lebanon, and Saudi Arabia. 

Since 1945 the U.S. Navy has maintained a 
medical research unit at the Abbassya Fever Hos- 
pital in Cairo, which contributes to the understand- 
ing of the communicable diseases of the Middle 
East. 


MINE WORKERS FUND CITES 
MEDICAL SAVINGS 


Limiting the free choice of physicians and trim- 
ming back on the stay in hospitals are credited with 
a 2.4% drop in the total cost of hospital and medical 
care under the United Mine Workers Welfare and 
Retirement Fund. This is a major point in the an- 
nual report of the fund for the fiscal year ending 
last June 30. Savings in dollars were placed at 
$1,448,909, “notwithstanding the sharp increase in 
such costs throughout the nation.” 

The fund said the reduction actually was effected 
during the last nine months of the fiscal year as a 
result of professional procedures adopted in Oc- 
tober, 1957, by the fund “in compliance with its 
basic obligation to control and administer all benefit 
programs in the best interests of the trust and its 
beneficiaries.” 

These procedures, the report explained, limit 
trust fund payments to doctors and hospitals whose 
services are determined by the fund’s medical, 
health, and hospital service to be necessary and 
essential in providing fund-authorized hospital and 
medical care benefits. 

“Adoption of these procedures by the fund was 
mandatory on the basis of evidence that by no other 
means could there be established measures insuring 
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fund payment of hospital and medical benefits in 
conformity with quality and cost requirements of 
trust fund regulations,” the report declared. 

The fund said its files are “replete with evidence 
showing that the primary quality and cost require- 
ments of trust fund regulations were not being met 
under the previous free-choice-of-physician arrange- 
ments whereby the fund had permitted the bene- 
ficiary free choice of physician and had paid every 

hysician so chosen for any service he billed the 
und and had allowed him to hospitalize any bene- 
ficiary at fund expense whenever and for as long as 
he desired.” 

This data, the report added, “demonstrated that 
beneficiaries were not receiving the best available 
medical care, that surgical diagnoses and operative 
surgery for many fund beneficiaries were inferior in 
quality, and the amount of surgery performed on 
beneficiaries was far in excess of that performed on 
others, that many beneficiaries were sent to the hos- 
»ital who did not need hospitalization and were 
ept in the hospital longer than necessary.” 


AIR POLLUTION CONFERENCE SET 
FOR NOV. 18-20 


A group of experts on the subject of air pollution 
will meet Nov. 18 to 20 in Washington to discuss 
effects of air pollution on health, control methods, 
economic factors, and other aspects of the problem. 

Plans for the meeting were discussed at a Wash- 
— session attended by Public Health Service 
officials and chairmen and co-chairman of the six 
discussion panels. 

Plenary sessions of the November meeting will 
be addressed by scientists, industrialists, and gov- 
ernment officials. At group meeting recommenda- 
tions will be made for future action. 

Discussing the problem, acting Surgeon Gen. 
John D. Porterfield declared: 

“The modern air pollution problem . . . cannot be 
dealt with by traditional smoke abatement pro- 
grams alone. It is our hope that the conference will 
assess the problem realistically and chart a program 
for the future, with specific goals both in research 
and in control activities. 

Chairmen of discussion groups and subjects are 
Dr. Arie J. Haagen-Smith, California Institute of 
Technology, Extent of Air Pollution; S. L. Hanauer, 
New York City department of air pollution control, 
Sources of Air Pollution; Dr. John T. Middleton, 
University of California citrus experiment station, 
Economic Effects of Air Polution; Dr. Malcolm H. 
Merrill, California department of public health, 
Health Effects of Air Pollution; and Dr. Leslie 
Silverman, Harvard School of Public Health, Con- 
trol Methods and Procedures for Air Pollution. 


MISCELLANY 


The country’s total school and college enrollment, 
including medical schools, will reach an all-time 
peak of about 45 million in the current academic 
year, according to the Office of Education. Enroll- 
ment will increase for the 14th straight year. Col- 
leges and universities are expected to enroll about 
173,000 more students than they did last year, a 
new total of 3,623,000. 
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MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. F. J. L. Blasingame, 535 
North Dearborn St., Chicago 10, Executive Vice President. 
1958 Clinical Meeting, Minneapolis, Dec. 2-5. 
1959 Annual Meeting, Atlantic City, June 8-12. 
1959 Clinical Meeting, Dallas, Texas, Dec. 1-4. 


AMERICAN 
September 


AMERICAN ACADEMY FOR CEREBRAL Patsy, Sheraton-Biltmore Hotel, 
Providence, R. I., Sept. 25-27. Dr. Raymond R. Rembolt, University 
Hospitals, lowa City, la., Secretary. 

AMERICAN COLLEGE oF PuysicIANs, Mid-West Regional Meeting, Mil- 
waukee, Wis., Sept. 27. Dr. Joseph F. Rastetter, Milwaukee General 
Hosp., Milwaukee 13, General Chairman. 

AMERICAN Fracture Association, Skirvin Hotel, Oklahoma City, Okla., 
Sept. 29-Oct. 4. Dr. H. W. Wellmerling, 610 Griesheim Bldg., Bloom- 
ington, Ill., Secretary. 

AMERICAN MeEpicat Warirers’ Association, Hotel Morrison, Chicago, 
Sept. 26-27. Dr. Harold Swanberg, 510 Maine St., Quincy, Ill., Secretary. 

AMERICAN ROENTGEN Ray Socrety, Shoreham Hotel, Washington, D. C., 
Sept. 27-Oct. 3. Dr. C. Allen Good, 200, Ist St., S. W., Rochester, Minn., 
Secretary. 

Cororavo State Mepicar Society, Broadmoor Hotel, Colorado Springs, 
Sept. 24-27. Mr. Harvey T. Sethman, 1612 Tremont Place, Denver 2, 
Executive Secretary. 

Kansas Crry Sourawestr CuinicaL Society, Municipal Auditorium, Kan- 
sas City, Mo., Sept. 22-25. Mr. A, L. Bingham, 3036 Gillham Rd., 
Kansas City 8, Mo., Executive Secretary. 

Kentucky State Association, Brown Hotel, Louisville, Sept. 
23-25. Mr. J. P. Sanford, 1169 Eastern Parkway, Louisville 17, Execu- 
tive Secretary. 

MicnicaN Strate Mepicat Society, Sheraton-Cadillac Hotel, Detroit, 
Sept. 30-Oct. 3. Dr. L. Fernald Foster, 606 Townsend St., P. O. Box 
539, Lansing, Mich., Secretary. 

Mississipp1 VALLEY Mepicat Society, Morrison Hotel, Chicago, Sept. 
24-26. Dr. Harold Swanberg, 510 Main St., Quincy, Ill., Secretary. 
TeNNESSEE VALLEY MepicaAL AssEMBLY, Read House, Chattanooga, Tenn., 
Sept. 29-30. Dr. Harry A. Stone, 109 Medical Arts Bldg., Chattanooga 2, 

Tenn., Secretary. 

Texas Acapemy or GENERAL Practice, San Antonio, Tex., Sept. 22-24. 

Mr. Donald C, Jackson, 1905 N. Lamar, Austin, Tex., Executive Secretary. 


October 


AcapeMy or Psycuosomatric Mepicine, Park Sheraton Hotel, New York, 
Oct. 9-11. For information write: Dr. Bertram B. Moss, Suite 1035, 55 
E. Washington St., Chicago 2. 

AMERICAN ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY, Palmer 
House, Chicago, Oct. 12-17. Dr. W. L. Benedict, 100 First Avenue Bldg., 
Rochester, Minn., Secretary. 

Amenican AcAapemy or Pepiarrics, Palmer House, Chicago, Oct. 20-23. 
Dr. E. H. Christopherson, 1801 Hinman Ave., Evanston, IIl., Executive 
Secretary. 

AMERICAN ASSOCIATION OF MEDICAL Palace Hotel, San Francisco, 
Oct. 2-4. Dr. John R. Hand, 1216 Southwest Yamhill St., Portland, 
Ore., Secretary. 

AMERICAN ASSOCIATION OF MEpicAL Recorp Liprarians, Statler Hotel, 
Boston, Oct. 13-16. Miss Doris Gleason, 510 N. Dearborn St., Chicago 
10, Executive Director. 

AMERICAN Assoc1ATION OF PusBLic Puysicians, St. Louis, Oct. 
27-31. Dr. Joseph M. Bistowish, P. O. Box 1117, Tallahassee, Fila., 
Secretary. 

AMERICAN ASSOCIATION FOR THE SURGERY OF TRAUMA, Drake Hotel, Chi- 
cago, Oct. 2-4. Dr. William T. Fitts, Jr., 3400 Spruce St., Philadelphia 4, 
Secretary. 

AMERICAN CLINICAL AND CLIMATOLOGICAL AssocIATION, Otesaga Hotel, 
Cooperstown, N. Y., Oct. 9-11. Dr. Marshall N. Fulton, 124 Waterman 
St., Providence 6, R. I., Secretary. 

AMERICAN CoLLece or GASTROENTEROLOGY, Jung Hotel, New Orleans, 
Oct. 19-25. Mr. Daniel Weiss, 33 W. 60th St., New York 23, Executive 
Secretary. 

American CoLLece or Sunceons, Conrad Hilton, Chicago, Oct. 6-10. 
Dr. Michael L. Mason, 40 E. Erie St., Chicago, Secretary. 

AMERICAN Dietetic Association, Bellevue-Stratford Hotel, Philadelphia, 
Oct. 21-24. Miss Ruth M. Yakel, 620 N. Michigan Ave., Chicago 11, 
Executive Secretary. 

American Hearr Association, Fairmont Hotel, San Francisco, Oct. 24-28. 
Mr. John D. Brundage, 44 E. 23d St., New York 10, Secretary. 

AMERICAN OrorHINOLOGIC SociETY For PLAstic SuRGERY, Conrad Hilton 
Hotel, Chicago, Oct. 12. Dr. Joseph G. Gilbert, 75 Barberry Lane, Roslyn 
Heights, N. Y., Secretary. 

AMERICAN Pusiic HEALTH AssociaTIon, Kiel Auditorium, St. Louis, Oct. 
27-31. Dr. Berwyn F. Mattison, 1790 Broadway, New York 19, Secretary. 

AMERICAN ScHoot HEALTH Assoct1aTIon, St. Louis, Oct. 26-31. Dr. A. O. 
DeWeese, 515 E. Main St., Kent, Ohio, Secretary. 
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AMERICAN SocieTY OF ANESTHESIOLOGISTS, Penn-Sheraton Hotel, Pitts- 
burgh, Oct. 19-24. Dr, J. Earl Remlinger, 802 Ashland Ave., Wilmette, 
Secretary. 

AMERICAN Socrety oF PLAstTic AND RECONSTRUCTIVE SURGERY, Drake 
Hotel, Chicago, Oct. 12-17. Dr. Kenneth L. Pickrell, Duke Univ. Hosp., 
Durham, N. C., Secretary. 

AMERICAN SOCIETY FOR THE StuDY OF ARTERIOSCLEROSIS, Hotel Whit- 
comb, San Francisco, Oct. 24-26. Dr. O. J. Pollak, P, O. Box 228, Dover, 
Del., Secretary. 

ASSOCIATION OF AMERICAN MEDICAL COLLEGEs, Ocean House, Swampscott, 
Mass., Oct. 13-15. Dr. Richard H. Young, 303 E, Chicago Ave., Chi- 
cago, Secretary. 

AssociATION OF Lire INsuRANCE MepicAL Directors OF AMERICA, Statler 
Hotel, Hartford, Conn., Oct. 22-24. Dr. Royal S. Schaaf, P. O. Box 594, 
Newark 1, N. J., Secretary. 

AssocIaTION OF MEeEpIcAL Adolphus Hotel, Dallas, Tex., 
Oct. 6-8. Miss Rose M. Reynolds, 42d & Dewey Ave., Omaha 5, Sec- 
retary. 

ASSOCIATION OF STATE & TERRITORIAL HEALTH OrFicers, Hotel Wash- 
ington, Washington, D. C., Oct. 22-24. Dr. Mack I. Stanholtz, State 
Office Building, Richmond, Va., Secretary. 

CENTRAL ASSOCIATION OF OBSTETRICIANS AND GYNECOLOGISTS, Hotel 
Leamington, Minneapolis, Oct. 2-4. Dr. Edwin J. DeCosta, 104 S. Michi- 
gan Ave., Chicago 3, Secretary. 

CENTRAL NEUROPSYCHIATRIC AssocIATION, Deshler Hilton Hotel, Colum- 
bus, O., Oct. 17-18. Dr. Ralph M. Patterson, Ohio State Univ., College 
of Med., Columbus 10, O., Secretary. 

CENTRAL Society For Researcu, Drake Hotel, Chicago, Oct. 
31-Nov. 1. Dr. Austin S. Weisberger, 2065 Adelbert Rd., Cleveland 6, 
Secretary. 

Curnicat OrtHoparepic Society, Brown Palace Hotel, Denver, Oct. 2-4. 
Dr. Charles H. Franz, 1801 Wealthy St. S. E., Grand Rapids, Mich., 
Secretary. 

Concress oF NEUROLOGICAL SURGEONS, St. Francis Hotel, San Francisco, 
Oct. 29-Nov. 1. Dr. Richard L. DeS , 899 M Ave., Mem- 
phis, Tenn., Secretary’. 

EASTERN PsycuiaTric RESEARCH AssociaTION, INc., Brooklyn State Hosp., 
Brooklyn, N. Y., Oct. 23-24. For information write: Dr. David J. 
Impastato, 40 Fifth Ave., New York. 

Coast Society, Pensacola, Fla., Oct. 23-24. Dr. J. J. 
Baehr, Jr., 117 N. Palafox St., Pensacola, Fla., Secretary. 

InpIANA Stare Mepicat Association, Murat Temple, Indianapolis, Oct. 
13-15. Mr. James A. Waggener, 23 E. Ohio St., Indianapolis 4, Execu- 
tive Secretary. 

PENNSYLVANIA, MepiIcAL SOCIETY OF THE STATE OF, Bellevue-Stratford, 
Philadelphia, Oct. 12-17. Mr. Lester H. Perry, 230 State St., Harrisburg, 
Executive Director. 

Mepicat Society or Viacrnia, Hotel Jefferson, Richmond, Oct. 12-15. 
Mr. Robert I. Howard, 1105 W. Franklin St., Richmond 20, Executive 
Secretary. 

MississipP1 VALLEY CONFERENCE ON TubERCULOSIS, Biltmore Hotel, Day- 
ton, Ohio, Oct. 15-18. Mrs. Augustus K. Maxwell, 1412 W. Washington 
Blvd., Chicago 7, Secretary. 

NarionaL Procro.ocic Association, Hamilton Hotel, Chicago, Oct., 
Dr, George E. Mueller, 59 E. Madison St., Chicago 2, Secretary. 

NortH Centrat Mepicat ConFrerence, Hotel Leamington, Minneapolis, 
Oct. 11-12. Mr. R. R. Rosell, 496 Lowry Medical Arts Building, 
St. Paul 2, Minn., Secretary. 

Oxvanoma City Society, Biltmore Hotel, Okiahoma City, Okla., 
Oct. 27-29. Mrs. Alma O’Donnell, 503 Medical Arts Bldg., Oklahoma 
City, Okla, Executive Secretary. 

SOUTHWESTERN MepicaAt AssocrIATION, Pioneer Hotel, Tucson, Ariz., Oct. 
23-25. Dr. Russell L. Deter, 1501 Arizona St., El Paso, Tex., Secretary. 

WEsTERN INDUsTRIAL MeEpicaL Association, San Francisco, Oct., Dr. 
A. C. Remington, 9851 Sepulveda Blvd., Los Angeles 45, Secretary. 

Western Orntuopepic Association, Multnomah Hotel, Portland, Ore., 
Oct. 22-25. Dr. Eldon G. Chuinard, 1922 N. W. Johnson, Portland 9, 
Ore., Secretary. 


November 


AMERICAN AssOcIATION OF BLoop Banks, Netherlands Plaza Hotel, Cin- 
cinnati, Nov. 20-22. Dr. John B. Alsever, 1211 W. Washington, Phoenix, 
Ariz., Secretary. 

AMERICAN COLLEGE oF CARDIOLOGY, INTERIM MEETING, Jung Hotel, New 
Orleans, La., Nov. 20-22. Dr. Philip Reichert, Empire State Bldg., New 
York 1, Secretary. 

AMERICAN AssociaTIion, Memorial Auditorium, Dallas, Tex., Nov. 
10-13. Dr. Harold Hillenbrand, 222 E. Superior St., Chicago 11, General 
Secretary. 

AMERICAN Socrety or PaTHovocists, Congress Hotel, Chicago, 
Nov. 2-8. Dr. Clyde G. Culbertson, Indiana Univ. Med Center, West 
Michigan St., Indianapolis, Secretary. 

AMERICAN Society or Tropica Mepicine AND Hyoreng, Hotel Deau- 
ville, Miami Beach, Fla., Nov. 4-7. Dr. R. B. Hill, 3575 St. Gaudens Rd., 
Miami 33, Fla. 

ASSOCIATION OF Mixrrary SURGEONS Or THE U, S., Hotel Statler, Wash- 
ington, D. C., Nov. 17-19. Col. Robert E. Bitner, 1726 Eye St., N. W., 
Washington 6, D. C., Secretary. 

CoLLEeGE or AMERICAN Patuo.ocists, Congress Hotel, Chicago, Nov. 1-5. 
Dr. A. H. Dearing, Prudential Plaza, Suite 2115, Chicago 1, Executive 


Secretary. 
(Continued on page 34) 
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ARREST 
THE ANXIETY 
FAGTOR 
BREAKDOW 


without affecting autonomic function 


= relieves anxiety and tension 

= aids recovery from acute cardiac episodes 

# makes patients more amenable to necessary 
limitations of activities 

w= does not interfere with other drug therapy 

m does not mask toxicity of other drugs 


® 
SUPPLIED: 400 mg. scored tablets, 
200 mg. sugar-coated tablets. 
2-methy!.2-n-propy! -1,3-propanedio! dicarbamate 


The original meprobamate, discovered and introduced by 
° WALLACE LABORATORIES, New Brunswick, New Jersey 
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the skin and helps 
remove blackheads 


Fostex contains a 
combination of sur- 
face active agents 
(Sebulytic*) which: 
Completely emulsify ex- 
cess oil so that it is 
quickly washed off the 
skin 


Penetrate and soften 
comedones, unblocking 
the pores and facilitat- 
ing removal of sebum 


plugs. 


Fostex dries and 


peels the skin 
The Sebulytic base of 
Fostex dries and pro- 
motes peeling of the 
skin...actions enhanced 
by the keratolytic ef- 
fects of micropulver- 
ized sulfur and salicylic 
acid. 


*(Sodium lauryl sulfoacetate, sodium alkyl aryl polyether sul- 
fonate, sodium dioctyl sulfosuccinate. ) 


FOSTEX CREAM for 
therapeutic washing of 
skin in the initial phase 
of acne treatment, when 
maximum degreasing 
and peeling are de- 


Fostex is easy for your 
patients to use 


Patients stop using soap on 
affected skin areas. Instead 


they use Fostex for thera- sired. 
peutic washing of the skin. FOSTEX CAKE for 
The Fostex lather is mas- maintenance therapy to 


keep skin dry and sub- 
stantially free of come- 
dones. 


saged into the skin for 5 
minutes—then rinse and dry. 


Write for Samples 


WESTWOOD Pharmaceuticals 
Division of Foster-Milburn Co. Buffalo 13, New York 


District or Cotumsra, MepicaL Society OF THE, 1718 M St., N. W., 
Washington, Nov. 24-26. Mr. Theodore Wiprud, 1718 M St., N. W., 
Washington 6, Secretary. 

GeERONTOLOGICAL Society, Bellevue-Stratford Hotel, Philadelphia, Nov. 
6-8. Dr. Nathan W. Shock, Baltimore City Hospitals, Baltimore 24, 
Secretary. 

InteR-Socrety Cytotocy Councir, Hotel Statler, New York, Nov. 13-15. 
Dr. Paul F. Fletcher, 634 N. Grand Blvd., St. Louis 3, Secretary. 

INTERSTATE Post GRADUATE MEDICAL ASSOCIATION OF NORTH AMERICA, 
Cleveland, Nov. 10-13. Dr. Erwin R. Schmidt, Box 1109, Madison 1, 
Wis., Secretary. 

MicuicaAN ACADEMY oF GENERAL Practice, Sheraton-Cadillac Hotel, 
Detroit, Nov. 12-13. Dr. F. P. Rhoades, 970 Maccabees Bldg., Detroit 2, 
Convention Manager. 

NATIONAL Socrety FoR CHILDREN & ApvULTS, Statler Hilton 
Hotel, Dallas, Tex., Nov. 16-20. Miss Cartharine Bauer, 11 S. LaSalle St., 
Chicago 3, Director of Information. 

New ENGLAND Pos1GRADUATE ASSEMBLY, Statler Hotel, Boston, Nov. 4-6. 
Mr. Robert S. Boyd, Massachusetts Medical Society, 22 The Fenway, 
Boston 15, Executive Secretary. 

Omana Mipwest Society, Sheraton-Fontenelle Hotel, Omaha, 
Nov. 3-6. Dr. Payson Adams, 1031 Medical Arts Bldg., Omaha 2, 
Secretary. 

Puerto Rico Mepicat Association, Santurce, P. R., Nov. 18-22. Mr. J. A. 
Sanchez, Box 9111, Santurce 29, P. R., Executive Secretary. 

Rapio.ocicat Socrety or Norra America, Palmer House, Chicago, 
Nov. 16-21. Dr. Donald S. Childs, 713 E. Genesee St., Syracuse 2, 
N. Y., Secretary. 

SouTHERN MeEpicat Association, New Orleans, Nov. 3-6. Mr. V. O. 
Foster, 1020 Empire Bldg., Birmingham 3, Ala., Executive Secretary. 
UnrTEp States SECTION, INTERNATIONAL COLLEGE OF SURGEONS, MID- 
ATLaNnTic REGIONAL MEETING, The Homestead, Hot Springs, Va., Nov. 
17-18. For information address: Dr. Elbryne G. Gill, 711 Jefferson St., S., 

Roanoke 13, Va. 

WestTeRN SuncicaL Association, Kahler Hotel, Rochester, Minn., Nov. 
20-22. Dr. John T. Reynolds, 612 N. Michigan Ave., Chicago 11, 
Secretary. 


December 


AMERICAN ACADEMY OF DERMATOLOGY AND SypHILoLocy, Palmer House, 
Chicago, Dec. 6-11. Dr. R. R. Kierland, Mayo Clinic, Rochester, Minn., 
Secretary. 

AMERICAN MEDICAL AssociaTIon, CLInicAL MEETING, Hotel Leamington, 
Minneapolis, Dec. 2-5. Dr. George F. Lull, 535 N. Dearborn St., Chi- 
cago 10, Secretary. 

ASSOCIATION FOR RESEARCH IN NERVOUS AND MENTAL Diseases, Hotel 
Roosevelt, New York, Dec. 12-13. Dr. Rollo J. Masselink, 700 W. 168th 
St., New York 32, Secretary. 

Mip-West Forum on ALLERGY, Sheraton-Cadillac Hotel, Detroit, Dec. 6-7. 
Dr. John M. Sheldon, University Hospital, Ann Arbor, Mich., General 
Chairman. 

SouTHERN SurGICAL Assoc1aTIon, Boca Raton Club & Hotel, Boca Raton, 
Fla., Dec. 9-11. Dr. George G. Finney, 2947 St. Paul St., Baltimore 18, 
Md., Secretary. 


AMERICAN 
1959 


January 


AMERICAN ACADEMY OF ORTHOPAEDIC SURGEONS, Palmer House, Chicago, 
Jan, 24-29. Dr. Clinton L. Compere, 720 N. Michigan Ave., Chicago 11, 
Secretary. 

AMERICAN ProTEsTANT Hosprrav AssociaTIon, Jefferson Hotel, St. Louis, 
Jan. 27-30. Mr. Olin E. Oeschger, 740 Rush St., Chicago 11, General 
Secretary. 

INTERNATIONAL COLLEGE OF SURGEONS, SOUTHEASTERN REGIONAL MEET- 
1nG, Miami Beach, Fla., Jan. 4-7. Dr. Harold O. Hallstrand, 7210 Red 
Road, South Miami, Fla., Chairman. 

Rocky Mountain TrauMATIc SurnGcicAL Association, Aspen, Colo., Jan. 
25-29. Dr. Charles B. Bartell, 1600 Orange Ave., Long Beach 13, Calif., 
Secretary. 

WEsTERN Socrety FoR Ciinicat Researcn, Carmel-by-the-Sea, Calif., 
Jan. 29-31. Dr. William N. Valentine, University of California Medical 
Center, Los Angeles 24, Secretary. 


February 


AMERICAN ACADEMY OF ALLERGY, Morrison Hotel, Chicago, Feb. 9-11. 
Dr. Bram Rose, Royal Victoria Hosp., Montreal, Quebec, Secretary. 
AMERICAN ACADEMY OF OCCUPATIONAL Boston, Feb. 11-13. 

Dr. L. Blaney, 1608 Walnut St., Philadelphia 3, Secretary. 
American CoLLece or Rapro.ocy, Drake Hotel, Chicago, Feb. 6-7. Mr. 
William C. Stronach, 20 N. Wacker Dr., Chicago 6, Executive Director. 
Mepicar Association, Sheraton-Palace Hotel, San Francisco, 
Feb. 22-25. Mr. John Hunton, 450 Sutter St., San Francisco 8, Executive 
Secretary, 


March 


AvasKA TERRITORIAL Mepicat Association, Baranof Hotel, Juneau, 
Mar, Dr. Robert B. Wilkins, 1121 Fourth Ave., Anchorage, Secretary. 
AMERICAN Association, The Homestead, 

Hot Springs, Va., Mar. 8-9. Dr. F. Johnson Putney, 1712 Locust St., 
Philadelphia 3, Secretary. 
AMERICAN COLLEGE oF ALLERGISTS, Fairmont Hotel, San Francisco, Mar. 
15-20. Dr. M. Coleman Harris, 450 Sutter St., San Francisco, Secretary. 
AMERICAN LARYNGOLOGICAL AssocIATION, The Homestead, Hot Springs, 
Va., Mar. 8-9. Dr. James H. Maxwell, University Hospital, Ann Arbor, 
Mich., Secretary. 


(Continued on page 36) 
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with new 


C PETN + ©) ATARAX) 
(PENTAERYTHRITOL TETRANITRATE) (BRAND OF HYDROXYZINE) 


ET ? For cardiac effect: PETN is one of “... the most effective drugs 
why PETN: currently available for prolonged prophylactic treatment 
of angina pectoris.” Prevents about 80% of anginal attacks. 


For ataractic effect: One of the most effective—and one of 
the best tolerated—of the mild tranquilizers, ATARAX frees 

why ATARAX? the angina patient of his constant tension and anxiety. Ex- 
cellent for the on-the-job patient. And ATARAX has a unique 
advantage in cardiac therapy: it is anti-arrhythmic and 
non-hypotensive. 


why combine the two? For greater therapeutic success: CARTRAX not only prevents 


episodes of pain but also relieves the concomitant anxiety. 
In clinical trials, patients on CARTRAX were shown to suffer 
fewer attacks . . . require less nitroglycerin . . . have in- 
creased tolerance to physical effort . . . and be freed of 
cardiac anxiety. 


1. Russek, H. I.: Postgrad. Med. 19:562 (June) 1956. 

Dosage and Supplied: Begin with 1 to 2 yellow CaRTRAX “10” 
tablets (10 mg. PETN plus 10 mg. ATARAX) 3 to 4 times daily. 
When indicated this may be increased by switching to pink CARTRAX 
rai tablets (20 mg. PETN plus 10 mg. ATARAX.) For convenience, 
write “CARTRAX 10” or “CARTRAX 20.” In bottles of 100. 

CARTRAX should be taken 30 to 60 minutes before meals, on a 
continuous dosage schedule. Use PETN preparations with caution 
in glaucoma. 


NEW YORK 17, NEW YORK 
Division, Chas. Pfizer & Co., Inc. 
*Trademark 
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AMERICAN LARYNGOLOGICAL, RHINOLOGICAL & OTOLOGICAL Society, The 
Homestead, Hot Springs, Va., Mar, 10-12. Dr. C. Stewart Nash, 708 
Medical Arts Bldg., Rochester 7, N. Y., Secretary. 

AMERICAN ORTHOPSYCHIATRIC ASSOCIATION, Sheraton-Palace Hotel, San 
Francisco, Mar. 30-Apr. 1. Dr. Marion F. Langer, 1790 Broadway, New 
York 19, Executive Secretary. 

AMERICAN OroLocicaL Society, The Homestead, Hot Springs, Va., Mar. 
13-14. Dr. Lawrence R. Boies, University Hospital, Minneapolis 14, 
Secretary. 

Micuican AcapeMy or GENERAL Practice, Post-GrapuATE CLINIC, 
Sheraton-Cadillac Hotel, Detroit, Mar. 5. Dr. F. P. Rhoades, 970 Mac- 
cabees Bldg., Detroit 2, Convention Manager. 

NaTIONAL HEALTH Councim, Palmer House, Chicago, Mar. 17-19. Mr. 
Philip E. Ryan, 1790 Broadway, New York 19, Executive Director. 
NaTIONAL MULTIPLE SCLEROSIS SocreTy, New York, Mar. 9. Mr. Donald 

Vail, 257 4th Ave., New York 10, Secretary. 

SOUTHEASTERN SuRGICAL ConcGress, Deauville Hotel, Miami Beach, Fla., 
Mar. 9-12. Dr. Benjamin T. Beasley, 45 Edgewood Ave., S. E., Atlanta 3, 
Ga., Secretary. 

SOUTHWESTERN SuRGICAL ConGrEss, New Brown Palace Hotel, Denver, 
Mar. 30-Apr. 1. Dr. C. M. O’Leary, 1213 Medical Arts Bldg., Oklahoma 
City, Okla., Secretary. 


April 


Agro Mepicat Association, Hotel Statler, Los Angeles, Apr. 27-29. Dr. 
Thomas H. Sutherland, P. O. Box 26, Marion, Ohio, Secretary. 

ALABAMA, MEDICAL ASSOCIATION OF THE STATE OF, Birmingham, Apr. 
9-11. Mr. William A. Dozier, 17 Moulton Bldg., Montgomery, Executive 
Secretary. 

AMERICAN ACADEMY OF GENERAL Practice, San Francisco, Apr. 6-9. 
Mr. Mac F. Cahal, Volker Blvd., at Brookside, Kansas City 12, Mo., 
Executive Secretary. 

AMERICAN ACADEMY oF NEuROLOGY, Statler Hotel, Los Angeles, Apr. 13- 
18. Dr. Joseph M. Foley, Boston City Hosp., Boston, Secretary. 

AMERICAN ASSOCIATION OF ANATOMISTS, Seattle, Apr. 1-3. Dr. B. Flexner, 
Univ. of Pa., Med. School, Philadelphia 4, Secretary. 

AMERICAN AssocIATION FoR CLEFT PALATE REHABILITATION, Sheraton 
Hotel, Philadelphia, Apr. 30-May 2. Dr. D. C. Spriestersbach, Univ. 
Hosps., lowa City, Ia., Secretary. 

AMERICAN ASSOCIATION oF GENITO-URINARY SURGEONS, Seaview Country 
Club, Absecon, N. J., Apr. 15-17. Dr. William J. Engel, 2020 E. 93d 
St., Cleveland 6, Secretary. 

AMERICAN ASSOCIATION OF IMMUNOLOGISTS, Atlantic City, N. J., Apr. 13- 
17. Dr. Calderon Howe, 630 W. 168th St., New York 32, Secretary. 
AMERICAN ASSOCIATION OF PATHOLOGISTS AND BACTERIOLOGISTS, Somerset 
Hotel, Boston, Apr. 23-25. Dr. Russell L. Holman, 1542 Tulane Ave., 

New Orleans 12, Secretary. 

AMERICAN ASSOCIATION OF RarLwaAy SuncEons, Drake Hotel, Chicago, 
Apr. 16-18. Dr. Chester C. Guy, 5800 Stony Island Ave., Chicago 37, 
Secretary. 

AMERICAN ASSOCIATION FOR THE Stupy or Neoptastic Diseases, Hotel 
Greystone, Gatlinburg, Tenn., Apr. 30-May 4. Dr. Bruce H. Sisler, Box 
268, Gatlinburg, Tenn., Secretary. 

AMERICAN ASSOCIATION FOR THORACIC SuRGERY, Statler Hotel, Los An- 
geles, Apr. 21-23. Dr. Hiram T. | t ba delet Ave., St. 
Louis 5, Secretary. 

AMERICAN COLLEGE OF OBSTETRICIANS & GYNECOLOGISTS, Traymore Hotel, 
Atlantic City, N.J., Apr. 5-9. Dr. John C. Ullery, 15 S. Clark St., Chi- 
cago 3, Secretary. 

American CoLLece or Puysicrans, Conrad Hilton Hotel, Chicago, Apr. 
20-24. Mr. E. R. Loveland, 4200 Pine St., Philadelphia 4, Executive 
Secretary. 

American Gorrer Association, Chicago, Apr. 30-May 2. Dr. John C. 
McClintock, 14914 Washington Ave., Albany, N. Y., Secretary. 

AMERICAN PuysrtoLocicaL Socrerty, Atlantic City, N. J., Apr. 12-16. Dr. 
Ray G. Daggs, 9650 Wisconsin Ave., Washington, D. C., Executive 
Secretary. 

AMERICAN Psycutatraic Association, Civic Auditorium, Philadelphia, 
Apr. 27-May 1. Dr. C. H. Hardin Branch, 156 Westminster Ave., Salt 
Lake City, Secretary. 

AMERICAN Raprtum Society, The Homestead, Hot Springs, Va., Apr. 6-8. 
Dr. Robert L. Brown, 321 Robin Hood Dr., N. E., Atlanta, Ga., Secretary. 

AMERICAN Society oF BroLocicaL Cuemusts, Atlantic City, N. J., Apr. 
13-18. Dr. F. W. Putnam, Univ. of Fla. Medical School, Gainesville, 
Fla., Secretary. 

AMERICAN SocreTy ror ExpERIMENTAL PATHOLOGY, Atlantic City, N. J., 
Apr. 13-18. Dr. J. F. A. McManus, Univ. of Alabama Medical Center, 
Birmingham 3, Ala., Secretary. 

AMERICAN SOCIETY FOR PHARMACOLOGY AND EXPERIMENTAL THERAPEU- 
tics, Atlantic City, N. J., Apr. 13-17. Dr. Harold Hodge, Univ. of 
Rochester, Rochester 20, N. Y., Secretary. 

AMERICAN SocrETY FOR THE Stupy oF Srxrtity, Shelburne Hotel, At- 
lantic City, N. J., Apr. 8-5. Dr. Herbert H. Thomas, 920 S. 19th St., 
Bir h 5, Ala., 

AMERICAN SURGICAL hustengemen, Fairmont Hotel, San Francisco, Apr. 
15-17. Dr. W. A. Altemeier, Cincinnati Gen. Hospital, Cincinnati 29, 
Secretary. 

AMERICAN UroLocicat Association, Chalfonte-Haddon Hall, Atlantic 
City, N. J., Apr. 20-23. Dr. Samuel L. Raines, 188 S. Bellevue Blvd., 


phis, Tenn., 
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Arizona MeEpicat Association, San Marcos Hotel, Chandler, Apr. 28- 
May 2. Dr. Leslie B. Smith, 826 Security Bldg., Phoenix, Secretary. 
Arkansas Mepicar Society, Goldman Hotel, Ft. Smith, Apr. 13-15. Mr. 

Paul C. Schaefer, 215 Kelley Bldg., Ft. Smith, Executive Secretary 

Hawanu Mepicau Association, Hilo, Apr. 23-25. Mr. Lee McCaslin. 
S. Beretania St., Honolulu 13, Executive Secretary. 

INDUSTRIAL Mupscat AssociaTiIon, Sherman Hotel, Chicago, Apr. 26-29. 
Dr. Leonard Arling, 3101 University Ave., S. E., Minneapolis 14, Sec- 
retary. 

Iowa State Mepicat Soctety, Savery Hotel, Des Moines, Apr. 19-22. Mr. 
Donald L. Taylor, 529 36th St., Des Moines, Executive Secretary. 
MARYLAND, MEDICAL AND CHIRURGICAL FACULTY OF THE STATE OF, The 
Alcazar Hotel, Baltimore, Apr. 15-17. Mr. John Sargeant, 1211 Cathe- 

dral St., Baltimore, Executive Secretary. 

Missournt STATE Mepicar Association, Kansas City, Apr. 5-8. Mr. T. R. 
O’Brien, 634 N. Grand Blvd., St. Louis, Executive Secretary. 

Nesraska State Mepicat Association, Hotel Paxton, Omaha, Apr. 27-30. 
Mr. M. C. Smith, 1315 Sharp Bldg., Lincoln 8, Executive Secretary. 

Society or AMERICA, The Homestead, Hot Springs, Va., 
Apr. 1-4, Dr. Frank P. Smith, 260 Crittenden Blvd., Rochester 20, N. Y., 
Secretary. 

New Jersey, Mepicau Society or, Chalfonte-Haddon Hall, Atlantic City, 
Apr. 25-29. Mr. Richard I. Nevin, P. O. Box 904, Trenton, Executive 
Officer. 

Strate Mepicar Association, Neil House, Columbus, Apr. 21-24. 
Mr. Charles S. Nelson, 79 E. State St., Columbus, Executive Secretary. 

OKLAHOMA STATE MEDICAL AssociIATION, Mayo Hotel, Tulsa, Apr. 19-22. 
Mr. R. H. Graham, P. O. Box 9696 Shartel Station. Oklahoma City, 
Executive Secretary. 

Society or Surncgons, Waldorf-Astoria Hotel, New York, 
Apr. 27-28. Dr. Bronson S. Ray, 525 E. 68th St., New York 21, Secretary. 

Soutruwest ALLERGY Forum, Shamrock-Hilton Hotel, Houston, Tex., Apr. 
26-28. Dr. Richard H. Jackson, Suite 156, Hermann Professional Bldg., 
Houston 25, Tex., Secretary. 

SrupENT AMERICAN MeEpicaL AssociaTIoNn, Morrison Hotel, Chicago, Apr. 
30-May 3. Mr. Russell F. Staudacher, 430 N. Michigan, Chicago 11, 
Executive Secretary. 

TENNESSEE STATE MEDICAL AssociATION, Peabody Hotel, Memphis, Apr. 
12-15. Mr. Jack E. Ballentine, 112 Louise Ave., Nashville 5, Executive 
Secretary. 

Texas Mepicat Association, San Antonio, Apr. 18-21. Mr. C. Lincoln 
Williston, 1801 N. Lamar Blvd., Austin, Executive Secretary. 


May 


AMERICAN ASSOCIATION FOR THE History OF Mepicine, Wade Park 
Manor, Cleveland, May 21-23. Dr. John B. Blake, Smithsonian Institu- 
tion, Washington 25, D. C., Secretary. 

AMERICAN COLLEGE or Carp1oLocy, Benjamin Franklin Hotel, Philadel- 
phia, May 26-29. Dr. Philip Reichert, 480 Park Ave., New York 22, 
Secretary. 

AMERICAN GYNECOLOGICAL Socrety, The Homestead, Hot Springs, Va., 
May 25-27. Dr. Andrew A. Marchetti, 3800 Reservoir Rd., N. W., Wash- 
ington 7, D. C., Secretary. 

AMERICAN OPHTHALMOLOGICAL Society, The Homestead, Hot Springs, 
Va., May 28-30. Dr. Maynard C. Wheeler, 30 West 59th St., New York 
19, Secretary. 

AMERICAN Pepiatric Society, The Inn, Buck Hill Falls, Pa., May 6-8. 
Dr. A. C. McGuinness, 2800 Quebec St., Washington 8, D. C., Secretary. 

AMERICAN Psycnosomatic Society, Chalfonte-Haddon Hall, Atlantic City, 
N. J., May 2-3. Dr. Morton F. Reiser, 265 Nassau Rd., Roosevelt, N. Y. 
Secretary. 

AMERICAN Socrety FoR CLINICAL INvEsTIGATION, Haddon Hall, Atlantic 
City, N. J., May 3-4. Dr. S. J. Farber, 550, lst Ave., New York 16, Sec- 
retary. 

AMERICAN SOCIETY OF MAXILLOFACIAL SuRGEONS, Palmer House, Chicago, 
May 10-14. Dr. Orion H. Stuteville, 700 N. Michigan, Chicago 11, 
Secretary. 

AMERICAN TrupEeau Society, Palmer House, Chicago, May 25-27. Dr. 
E. P. K. Fenger, 1790 Broadway, New York 19, Secretary. 

ASSOCIATION OF AMERICAN Puysic1ans, Haddon Hall, Atlantic City, N. J., 
May 5-6. Dr. Paul B. Beeson, Yale Univ. School of Medicine, New Haven 
11, Conn., Secretary. 

FLorma Mepicat Association, Americana Hotel, Miami Beach, May 2-6. 
Mr. Ernest R. Gibson, P. O. Box 2411, Jacksonville 3, Managing Director. 

Geroroia, Mepica AssociATIoNn oF, Bon Air Hotel, Augusta, May 17-20. 
Mr. Milton D. Kreuger, 875 W. Peachtree St., N. W., Atlanta, Executive 
Secretary. 

State Mepicay Society, Hotel Sherman, Chicago, May 19-22. 
Dr. Harold M. Camp, 224 §, Main St., Monmouth, Secretary. 

Kansas Mepicau Society, Jayhawk Hotel, Topeka, May 3-7. Mr. Oliver E. 
Ebel, 315 W. 4th St., Topeka, Executive Secretary. 

Lovuistana State Mepicat Society, Roosevelt Hotel, New Orleans, May 

Dr. C. Grenes Cole, 1430 Tulane Ave., New Orleans 12, Executive 
Secretary. 

Massacnusetts Mepicat Soczrety, Hotel Statler, Boston, May 19-21. Dr. 

Robert W. Buck, 22 The Fenway, Boston 15, Secretary. 


(Continued on page 38) 
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pediatric dosage 


prescribe exact doses for your 
younger asthmatics 


A single %4 strength AMINET controls day or night 
wheezing in younger asthmatics. Exact dosage of 
quarter-strength formulation avoids possible 
aminophylline overdosage. 

The unique, nonreactive base of AMINET Supposi- 
tories never inactivates aminophylline, always melts 
promptly at body temperature, invariably releases 
a full antiasthmatic dose. And, AMINET provides 
full protection without the gastric upsets of oral 
aminophylline or the restlessness that may be 
caused by adrenergics. 


Aminet 


AMINOPHYLLINE WITH PENTOBARBITAL 


uppositories 


Dosage: Y% Strength AMINET Sup- 
positories —children weighing over 
40 Ibs. (18 kg.), one suppository 
rectally, 1 to 3 times daily. Each 
Y% Strength AMINET Suppository 
contains aminophylline 0.125 Gm. 
(1% gr.), pentobarbital sodium 
0.025 Gm. (% gr.), benzocaine 
0.015 Gm. (% gr.). 

Half Strength AMINET Supposito- 
ries—for children weighing over 
80 Ibs. (36 kg.). 

Full Strength AMINET Suppositories 
—for adult use— Aminophylline 
0.5 Gm. (7% gr.), pentobarbital 
sodium 0.1 Gm. (1% gr.), benzo- 
caine 0.06 Gm. (1 gr.). 

Available: Boxes of 12. 


COMPANY, INC ELKHART, INDIANA 


Ames Company of Canada, Ltd., Toronto 
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Minnesota State Mepicat Association, Hotel Duluth, Duluth, May 
25-27.’ Mr. R. R. Rosell, 496 Lowry Medical Arts Bldg., St. Paul 2, 
Minn., Executive Secretary. 

Mississtpp1 STATE MepicaAt Association, Hotel Buena Vista, Biloxi, May 
12-14. Mr. Rowland B. Kennedy, 735 Riverside Dr., Jackson, Executive 
Secretary. 

NATIONAL TUBERCULOSIS AssOcIATION, Palmer House, Chicago, May 24-29. 
Mrs. Wallace B. White, 1790 Broadway, New York 19, Secretary. 

New Mexico Mepicat Society, Mission Mote, Las Cruces, May 5-7. Mr. 
Ralph R. Marshall, 221 W. Central Ave., Albuquerque, Executive 
Secretary. 

New York, Mepicat Society or THE STATE OF, Hotel Statler, Buffalo, 
May 9-15. Dr. Walter P. Anderton, 386 Fourth Ave., New York 16, 
Secretary. 

Nortu MepicaL Society OF THE STATE oF, George Vander- 
bilt Hotel, Asheville, May 3-6. Mr. James T. Barnes, 203 Capitol Club 
Bldg., Raleigh, Executive Director. 

Nortu Dakota StTaTe MeEpicaL AssociaTION, Prince Hotel, Bismarck, 
May 2-5. Mr. Lyle A. Limond, Box 1198, Bismarck, Executive Secretary. 

Ruope Istanp Mepica Socrety, Providence, May 12-13. John E. Farrell, 
106 Francis St., Providence 3. 

Socrety or AMERICAN BacTERIOLOGISTS, Sheraton Jefferson Hotel, St. 
Louis, May 10-15. Dr. E. M. Foster, University of Wisconsin, Madison 6, 
Wis., Secretary. 

Socrety ror Pepratric Researcn, The Inn, Buck Hill Falls, Pa., May 8-9. 
Dr. Clark D. West, Children’s Hosp., Cincinnati 29, Secretary. 

Sourn MeEpicat AssociaTIion, Columbia Hotel, Columbia, 
May 12-14. Mr. M. L. Meadors, 309 W. Evans St., Florence, Executive 
Secretary. 

Wisconsin, State Mepicat Society or, Hotel Schroeder, Milwaukee, 
May 5-7. Mr. Charles H. Crownhart, P.O. Box 1109, Madison 1, 
Secretary. 

June 


AMERICAN ACADEMY OF TUBERCULOSIS PuysiciIANns, Atlantic City, N. J., 
June 6. Dr. Oscar S. Levin, P.O. Box 7011, Denver 6, Secretary. 

AMERICAN CoLLEGE or Cuest Puysicrans, Atlantic City, N. J., June 3-7. 
Mr. Murray Kornfeld, 112 E. Chestnut St., Chicago 11, Executive Di- 
rector. 

AMERICAN DERMATOLOGICAL AssociATION, Claridge Hotel, Atlantic City, 
N. J., June 1-4. Dr. Wiley M. Sams, 25 Southeast 2d Ave., Miami, Fla., 
Secretary. 

Association, Chalfonte-Haddon Hall, Atlantic City, 
N. ]., June 6-7. Dr. E. Paul Sheridan, 1 East 45th St,. New York 17, 
Secretary. 

American Geriatrics Society, Hotel Traymore, Atlantic City, N. J., 
June 4-5. Dr. Richard J. Kraemer, 2907 Post Rd., Warwick, R. I., 
Secretary. 

AMERICAN MEDICAL WoMEN’s AssociATIONn, Sheraton Ritz Carlton Hotel, 
Atlantic City, N.J., June 4-7. Miss Lillian T. Majally, 1790 Broadway, 
New York 19, Executive Secretary. 

AMERICAN NEUROLOGICAL ASSOCIATION, Claridge Hotel, Atlantic City, N.J., 
June 15-17. Dr. Charles Rupp, 133 S. 36th St., Philadelphia 4, Secretary. 

AMERICAN OrtHOPEDIC AssociATION, Lake Placid Club, Lake Placid, 
N. Y., June 16-18. Dr. Lee Ramsay Straub, 715 Lake St., Oak Park, 
Ill, Secretary. 

AMERICAN Procto.ocic Society, Shelburne Hotel, Atlantic City, N. J., 
June 15-18. Dr. Norman D. Nigro, 10 Peterboro St., Detroit 1, Secretary. 

MepicaL Liprary Association, King Edward-Sheraton Hotel, Toronto, 
Can., June 15-19. Miss Nettie A. Mehne, The Upjohn Co., Kalamazoo, 
Mich., Secretary. 

AMERICAN RHEUMATISM AssOcIATION, Mayflower Hotel, Washington, 
D. C., June 2-6. Dr. Edward F. Hartung, 580 Park Ave., New York 21, 
Secretary. 

Ipano Strate MEDICAL AssociaATION, Sun Valley, June 14-17. Mr. Armand 
L. Bird, 364 Sonna Bldg., Boise, Executive Secretary. 

Marne Association, The Samoset, Rockland, June 21-23. Dr. 
Daniel F. Hanley, P. O. Box 240, Brunswick, Executive Director. 

Society or Brococicay Psycutatry, Claridge Hotel, Atlantic City, N. J., 
June 13-14. Dr. George N. Thompson, 2010 Wilshire Blvd., Los Angeles 
57, Secretary. 

Sourn Dakota State Mepicat Association, Sheraton Johnson Hotel, 
Rapid City, June 20-23. Mr. John C. Foster, 300, Ist National Bank 
Bldg., Sioux Falls, Executive Secretary. 

Tue Enpocrine Society, Chalfonte-Haddon Hall, Atlantic City, N. J., 
June 4-6. Dr. Henry T. Turner, 1200 N. Walker St., Oklahoma City 3, 
Secretary. 

Wyominc State Mepicat Association, Jackson Lake Lodge, Moran, 
June 11-14. Mr. Arthur R. Abbey, Box 2036, Cheyenne, Executive 
Secretary. 

August 
West Vircrnia Stare Mepicat Association, The Greenbrier, White 


Sulphur Springs, Aug. 20-22. Mr. Charles Lively, P.O. Box 1031, 
Charleston 24, Executive Secretary. 
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INTERNATIONAL AND FOREIGN 
September 


INTERNATIONAL CONGRESS OF ANGIOLOGY AND HISTOPATHOLOGY, San 
Remo, Italy, Sept. 24-28. Dr. L. Gerson, 4 rue Pasquier, Paris 8e, France, 
Secretary-General. 

INTERNATIONAL CONGRESS ON THE History OF MEDICINE, Montpellier, 
France, Sept. 22-23. For information address: Dr. F. A. Sondervorst, 
124 Avenue des Allies, Louvain, Belgium. 


October 


CANADIAN SOCIETY FOR THE Stupy or Fertiitry, London, Ont., Canada, 
Oct. 31-Nov. 1. Dr. Jean F. Campbell, 238 Queen’s Ave., London, Ont., 
Canada, Secretary. 

INTERNATIONAL CONGRESS OF ALLERGOLOGY, Paris, France, Oct. 19-26. 
Dr. Samuel M. Feinberg, 303 E. Chicago Ave., Chicago 11, Ill., U. S. A., 
President. 

INTERNATIONAL CONGRESS OF COMPARATIVE PATHOLOGY, Munich, Ger- 
many, Oct. For information address: Dr. Louis Grollet, 7, rue Gustave 
Nadaud, Paris 16, France. . 

INTERNATIONAL CoNGRESS OF MEDICAL HyproLocy, Madrid, Spain, Oct. 
22-30. For information address: Dr. Francon, 55, rue des Mathurins, 
Paris 8, France. 

INTERNATIONAL Society ON AvuproLoGy, Padua, Italy, Oct. 2-5. Prof. 
Arslan, Clinique O. R. L., Universitaire, Padua, Italy. 

Latin AMERICAN CONGRESS ON MENTAL HEALTH, Lima, Peru, Oct. Dr. 
Baltazar Caravedo, Avenida del Golf 1040, San Isidro, Lima, Peru, 
Secretary-General. 


November 


BanaMas Mepicat ConreRrENCE, British Colonial Hotel, Nassau, Bahamas, 
Nov. 28-Dec. 18. For information write: Dr. B. L. Frank, 23 E. 79th 
St., New York 21, New York, U.S.A. 

INTER-AMERICAN CoNnGRESS OF RaproLocy, Lima, Peru, Nov. 2-8. Dr. 
Jorge de la Flor, Hospital Arzobispo, Loayza, Lima, Peru, Secretary. 

PakistaN Mepicat CoNFERENCE, Dacca, East Pakistan, Nov. 23-27. 
Dr. K. S. Alam, 35, Nazimuddin Road, Dacca, East Pakistan, Conference 
Secretary. 


December 


BaHaMas SurcicaL ConFERENCE, British Colonial Hotel, Nassau, Ba- 
hamas, Dec. 29-Jan. 17. For information write: Dr. B. L. Frank, 23 E. 
79th St., New York 21, New York, U.S.A. 

INTERNATIONAL LEPROSY ConGreEss, New Delhi, India, Dec. 8-14. Dr. 
Dharmendra, Leprosy Research Dept. School of Tropical Med., Calcutta 
12, India, Secretary. 


1959 
February 


CENTRAL SurGiIcAL Association, Montreal, Can., Feb. 19-21, Dr. A. D. 
McLachlin, Victoria Hosp., London, Ontario, Secretary. 

Socrety or Universiry SurnGcEons, Denver, Colo., Feb. 12-14. Dr. James 
D. Hardy, Univ. Medical Center, Jackson, Miss., Secretary. 


April 
Concress OF INTERNATIONAL ANESTHESIA RESEARCH SoctETY, Miami 


Beach, Fla., U.S. A., Apr. 20-23. Dr. A. William Friend, East 107 & 
Park Lane, Cleveland 6, Ohio, U.S.A., Executive Secretary. 


May 


CONFERENCE ON INTERNATIONAL UNION FOR HEALTH ECUCATION OF THE 
Pvusuic, Dusseldorf, Germany, May 2-9. For information address: Secre- 
tary-General, 92, rue St. Denis, Paris 1, France. 


June 


INTERNATIONAL FERTILITY AssocIATION, Amsterdam, Netherlands, June 
7-13. Dr. Carlos Nouel, 4 Agnietenstr, Amsterdam, Netherlands, Secre- 
tary-General. 

INTERNATIONAL Hospitat ConcGress, Edinburgh, Scotland, June 1-6. 
Capt. J. E. Stone, 34 King St., London, E. C. 2, England, Secretary- 
General. 


July 
CanapiaAn Mepicat Association, Edinburgh, Scotland, July 16-24. Dr. 


A. D. Kelly, 150 St. George St., Toronto 5, Ont., General Secretary. 


INTERNATIONAL CONGRESS OF PeEDIATRICS, Montreal, Que., July 19-25. 
For information address: Dr. R. L. Denton, 2300 Tupper St., Montreal 
25, Que. 


(Continued on page 40) 
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there’s no juice 
lake citrus juice 


As a high-potency source of vitamin C, 
citrus juice—fresh, frozen, or canned—is 
unmatched for convenience and economy. 
The table below shows amounts’ of other 


fruit juices required to supply the 100 
mg.* of vitamin C in one glass (7-9 fi. oz.) 
of citrus juice. 


citrus 1 glass | 


apple 50 glasses 


grape 9 glasses 


pineapple 3-4 glasses 


prune 50 glasses 


*Data calculated from: Watt, B. K. et al., U.S. 
Dept. Agric. Handbook No. 8, 1950; and Burger, 
M. et al. Agr. & Food Chem. 4:418, 1956. 


*This is the peak of the 
Recommended Daily 
Allowances for adolescence 
or pregnancy; 150 mg. dur- 
ing lactation; 70-75 mg. for 
normal adults. 
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INTERNATIONAL CONGRESS OF PLAsTIC SURGERY, London, England, July 
13-17. Mr. David Matthews, 152 Harley St., London, W. 1, England, 
Secretary-General. 

INTERNATIONAL CoNnGRESS OF RADIOLOGY, Munich, Germany, July 23-30. 
Prof. Hans v. Braunbehrens, Frankfurt am Main, Forsthausstrasse 76, 
Germany, General Secretary. 

INTERNATIONAL PsYCHOANALYTICAL AssoOcIATION, Copenhagen, Denmark, 
July 26-30. Miss Pearl King, 37 Albion St., London, W. 2, England, 
Secretary-General. 

August 


INTERNATIONAL ASSOCIATION OF LiMNOLOGY, Vienna & Salzburg, Austria, 
Aug. 20-Sept. 8. For information address: Secretary, Biologische Station, 
Lunz am See, Austria. 

INTERNATIONAL CONGRESS FOR THE History OF SCIENCE, Barcelona & 
Madrid, Spain, Aug. 30-Sept. 6. Prof. J. Vernet, Universidad de Barce- 
lona, Barcelona, Spain, Secretary-General. 

INTERNATIONAL CONGRESS OF PHYSIOLOGICAL SCIENCES, Buenos Aires, 
Argentina, Aug. 9-15. A. O. M. Stoppani, Facultad de Ciencias Medicas, 
Paraguay 2151, Buenos Aires, Argentina. 

INTERNATIONAL CONGRESS FOR SPEECH AND VoICcE THERAPY, London, 
England, Aug. 17-22. Miss M. Carter, 46 Cannonbury Square, London, 
N. 1, England, Secretary. 

Wortp CONFERENCE ON MeEpicaL Epvucation, Palmer House, Chicago, 
Ill., U.S. A., Aug. 30-Sept. 4. For information address: Dr. Louis H. 
Bauer, 10 Columbus Circle, New York 19, N. Y., U.S.A. 


September 


Concress oF INTERNATIONAL UNION OF RAILWAY MEDICAL SERVICES, 
Lucerne, Switzerland, Sept. 21-24. Dr. J. Ortega, 13, rue de Chateau- 
London, Paris 10, France, Secretary-General. 

European ConGress oF ALLERGY, London, England, Sept. 2-4. For in- 
formation address: British Association of Allergists, Wright-Fleming 
Institute, St. Mary’s Hospital, London, W. 2, England. 

INTERNATIONAL LEAGUE AGAINST RHEUMATISM, Istanbul, Turkey, Sept. 
18-21. For information write: Prof. Hami Kocas, Medical School, 
Ankara, Turkey. 

INTERNATIONAL TUBERCULOSIS CONFERENCE, Istanbul, Turkey, Sept. 
11-18. Dr. T. I. Gokce, Selime Hatun, Mezarlik Sokak, Taksim, Istanbul, 
Turkey, Secretary-General. 

INTERNATIONAL UNION OF THE MEDICAL Press, Cologne, Germany, Sept. 
21-24. Dr. Stockhausen, Secretary of Bund tek , Colagne, 
Germany. 

Worvp Coneress For PuysicaL THEerapy, Paris, France, Sept. 6-12. For 
information write: Miss M. J. Neilson, Tavistock House, Tavistock 
Square, London, W.C. 1, England. 


January 


Pan AMERICAN CONGRESS OF OPHTHALMOLOGY, Caracas, Venezuela, Jan. 
31-Feb. 7. For information address: Dr. Moacyr, E. Alvaro, 1151 Conso- 
lacao, Sao Paulo, Brazil. 


June 


CANADIAN MepicaL Association, Banff, Alberta, June 13-17. Dr. A. D. 
Kelly, 150 St. George St., Toronto 5, Ont., General Secretary. 

INTERNATIONAL ConGress or CLINICAL PATHOLOGY, Madrid, Spain, June 
13-17. Dr. J. Aparicio Garrido, Sandoval 7, Madrid, Spain, Secretary- 
General. 

INTERNATIONAL CONGRESS OF PHys10-PATHOLOGY OF ANIMAL REPRODUC- 
TION AND ARTIFICIAL INSEMINATION, Amsterdam, Netherlands, June 
13-17. Dr. J. Edwards, Milk Marketing Board, Thames, Surrey, England, 
Secretary. 


July 


INTERNATIONAL CONGRESS AGAINST ALCOHOLISM, Stockholm, Sweden, 
July 31-Aug. 5. Dr. Archer Tongue, Case Gare 49, Lausanne, Switzer- 
land, Secretary-General. 

INTERNATIONAL CoNnGRESS OF ENpDOcRINOLOGY, Copenhagen, Denmark, 
July 18-23. For information address: Dr. Henry H, Turner, 1200 N. 
Walker, Oklahoma City 3, Okla., U.S. A. 

INTERNATIONAL ConGREss ON GorTEeR, London, England, July 6-8. For 
information write: Dr. John C. McClintock, 149% Washington Ave., 
Albany, N. Y., U. S. A. 

INTERNATIONAL CONGRESS ON OccUPATIONAL HEALTH, Waldorf-Astoria, 
New York, N. Y., U.S. A., July 25-29. Dr. Leo Wade, 15 West 51st St., 
New York, N. Y., U, S. A., Chairman. 


August 
INTERNATIONAL Conoress oF CiinicAL CHEMisTRY, Edinburgh, Scotiand, 


Aug. 14-19. For information address: Dr. S. C. Frazer, Clinical Labora- 
tory, Royal Infirmary, Edinburgh, Scotland. 
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INTERNATIONAL ConcRESs OF GERONTOLOGY, San Francisco, Calif., 
U.S. A., Aug. 7-14. Mr. Louis Kuplan, 722 Capitol Ave., Sacramento, 
Calif., U.S. A., Executive Secretary. 

INTERNATIONAL CONGRESS OF PuysicAL MeEpiciNE, Washington, D. C., 
U.S. A., Aug. 21-26. For information write: Dr. W. J. Zeiter, 2020 
E. 93d St., Cleveland, Ohio, U. S. A. 


INTERNATIONAL Society oF Hemarto.ocy, Tokyo, Japan, Aug. 25. For 
information write: Dr. Sol Haberman, 3500 Gaston Ave., Dallas, Tex., 
U.S. A. 

Worwp ConGress OF THE INTERNATIONAL SOCIETY FOR THE WELFARE OF 
Crippies, New York, N. Y., U.S. A., Aug. 29-Sept. 2. Mr. Donald V. 
Wilson, 701 First Ave., New York 17, N. Y., U. S. A., Secretary-General. 


September 


ConcGress OF INTERNATIONAL SociETY FoR CELL BIoLocy, Paris, France, 
Sept. 7-9. For information write: Prof. Chevremont, 20, rue de Pitteurs, 
Liege, Belgium. 

ConGrEss OF INTERNATIONAL SOCIETY OF ORTHOPEDIC SURGERY 
TRAUMATOLOGY, New York, N. Y., U.S. A., Sept. 7-9. For information 
address: International Society of Orthopedic Surgery & Traumatology, 
34 rue Montoyer, Brussels, Belgium. 

INTERNATIONAL CONGRESS OF CRIMINOLOGY, The Hague, Netherlands, 
Sept. 7-9. For information address: Sosiete Internationale de Crimi- 
nologie, 28 avenue de Friedland, Paris 8e, France. 


INTERNATIONAL CoNnGREssS OF Nutrition, Washington, D.C., U.S. A., 
Sept. 1-7. Dr. Milton O. Lee, 9650 Wisconsin Ave., Washington 14, 
D. C., U. S. A., General Secretary. 

INTERNATIONAL Society OF GEOGRAPHICAL PATHOLOGY, London, England, 
Sept. 7-9. Prof. Fred C. Roulet, 174 Albanrheinweg, Basle, Switzerland, 
Secretary-General. 


Wortp ConGress OF ANESTHESIOLOGISTS, Toronto, Ont., Sept. 4-10. For 
information write: Dr. R. A. Gordon, 516 Medical Arts Bldg., Toronto 5, 
Ont. 


MAGAZINE—TELEVISION REPORT 
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The following list of current medical articles in mass-circula- 
tion magazines on medical subjects is published each week only 
for the information of readers of THe JourNaL. Unless specifi- 
cally stated, the American Medical Association neither approves 
nor disapproves of the articles reported. 


MAGAZINES 


Cosmopolitan, September, 1958 
“A New Diet to Help Peace of Mind,” by E. M. D. Watson 
Dr. Gerald Brill, New York City Health Department physi- 
cian and director of one of New York’s Nutrition Clinics, 
outlines a specific plan for combating tension through diet. 
He suggests that “when you are under tension, don’t skip 
a meal but eat a smaller one than when you're relaxed; it’s 
a good idea for the tense person to eat before retiring— 
provided you eat the right thing; and under stress one cup 
of coffee at the most, after a meal, preferably with milk is 


a good idea.” 


Saturday Evening Post, Sept. 13, 1958 
“Children of the Empty World,” by Don Murray 

At Northwestern University, Dr. Helmer Myklebust op- 
erates the Institute for Language Disorders in Children, 
which concentrates on the problem of aphasia in children. 
The article tells what Dr. Myklebust and his staff are doing 
to help treat youngsters suffering from aphasia. The doc- 
tor’s theory is that “careful, patient, inspired teaching will 
do the trick, if the youngster is given a world in which his 
brain can learn.” 


Seventeen, September, 1958 


“Beautiful Future” 
Thanks to a host of new scientific discoveries and innu- 
merable wonders now “brewing” in laboratories across the 
land, today’s teens can look forward to a longer life filled 

with health and beauty. 
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HIGHER, FASTER leveis 


Pen Vee K 
Penicillin V Potassium, Wyeth 


LONGER levels 


timed release for long-lasting penicillin blood 
levels with only a single tablet q. 8 hours 


Pen-Vee° L-A 
Penicillin V, Crystalline, Wyeth LONG-ACTING 4) 


Wyeth 


® 
Philadelphia 1, Pa. 
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SOCIETY PRESIDENT SECRETARY MEETING 


American 
Public Health Association.. y Morton, Oak Ridge, Tenn. .| Berwyn F. Mattison, 1790 Bovedwey, som Bg ¥ aa St. Louis. Mo., Oct. 27-31 
Radium Society . Robert L, em. 321 Robin Hood Dr., a Ga.|Hot Springs, Va.. Apr. 6-8 
ard F. é _| Washington, D. C., June 2-6 


Rheumatism Assn. 
Roentgen Ray Society 


D. C., Sept 27-Oct. 3 
School Health Assn.. 6-31 


Society for Clinical in q 

Society for Experimental Pathology . A Ala. Med. © enter, Birmingham, Ala. | Atlantic City, pr. 13-18 

Society for & Ex. Th Harold Hodge, Univ. of Rochester Atlantic City, N. J., Apr. 13-17 
H. H. Thomas, 920 8. ye St., Bin m ~~ Atlantic City, N. J., Apr. 3-5 


J. E. Remlinger, Jr., 188 Randolph St., Chicago 1 Pittsburgh, 
Philip Handler, Duke bE Durham, N. C, 

C. G. Culbertson, 1040 W. Michigan St., Indianapolis 
Orion H. Stuteville, 700 N. Michigan Ave., Chica 
Kenneth L. Pickrell, Duke Univ. Hosp., buchen N. 
R. B. Hill, 3575 St. Gaudens Rd., Miami 33, 


Chicago, May i0- 14 
Miami Beach, Fla., Nov. 4-7 


S. Milton Dupertuis, 


Society of Tropical Medicine & Hivgiene i ~S- L. Augustine, Boston 15. 
Surgical Assn. 8S. Ravdin, Philadelphia...... W. A. Altemeier, Cincinnati Gen. Hosp., ¥ San Francisco, Apr. 15-17 
Therapeutic Society... ‘fom, D. Spies, Birmingham, B. Hunter, Jr., 915 19th St., N.W., Washington, D. C...j Atlantic City, N. J., °59 
Trudeau Society c. E. P. K. Fenger, 1730 Broadway, New "York | Chicago, May 25-27 
Samuel L. Raines, 188 8. Bellevue Blvd. ‘Tenn... Atlantic C ity, N. J., Apr. 20-23 
8. 


R. Taggart, 1325 Upshur St., N.W., 
J. G. Hardenbergh, €00 8. Michigan Ave., Chicago 5... 
pated 700 W. 168th St., New York 32. 
Johnson, 10515 Carnegie ‘Ave., Cleveland 6. June ‘59 
Richard ‘i Young, 2530 Ridge Ave., Evanston, IIl.. ...| Philadelphia, Oct. 13-15 
B. Beeson, Yale U. Sch. of Med., New Haven il, Gonn.| Atlantic City, N. J., May 5-6 


isease Assn. 
Veterinary Medical Assn.. 
. for Research in Nervous & — Dis. 
Assn. for Research in Ophthalmology... 4 
Assn. of American Medical Colleges. 


New York, Dec, 12-13 


Assn. of Physicians... 
Assn. of Life Ins. Med. Dir. of America. Royal 8. af, P. O. Box 594, Newark 1, N. J.. ..| Hartford. Conn., Oct. 22-24 
Assn. of Medica! Illustrators. . sl 2 Miss Rose M. Reynolds, 42nd and Dewey no Omaha a Dallas, Tex., Oct. 6-8 
Assn. of Military Surgeons of U. Charles R. Mueller, Washington ry Dd. &. R. E. Bitner, 1726 I St., N.W., Washington é, D. -e| Washington, D. C., Nov. 17-19 
Assn. Health Phys. Sanford P. Tehman, Seattle.............. Joseph M. Bistowish, “O. Box 1117, Tallahassee, Pia St. Louis, Mo,, Oct. -31 

ssn. ate & bed egy Health Officers] Herman E. Hilleboe, Albany, N. M. P. Shanholtz, State Office Bldg., Richmond, Va. ....- | Washington, D. C., Oct. 22-24 
Biological ‘Paetesmashie A ssn. Mr. Leo C. Massopust, Milwaukee... Miss J. Waters, Box 1668, Grand Central P. 0., N. Y. 17. 
Central Assn. of Ob. & Gyn... .| Herbert rE Schmitz, Chicago 2 Edwin J. DeCosta, 104 8S. Michigan Ave., ¢ *hicago 3 Diennepetio, Oct. 2-4 
Central Neuropsychiatric Assn. .|Edward G. Billings, Denver 6 R. M. Patterson, Ohio S. Univ. Col. of Med., © lumt 10, Ohio} ¢ , Oct. it. 1 
Central Society for Clinical Research.. .|Thorton Scott, Lexington, Ky. Austin S. Weisburger, 2065 Adelbert Rd., Cleveland 6............/ Chicago, ben” 31-Nov. 


A. D. McLachlin, Victoria Hosp., London, Ont., Canada....|Montreal, Can., Feb. 19- 21 

Charles H. Franz, 1810 Wealthy St. 8.E., Grand meinem 

A. H. ring, Prudential Plaza, Suite 2115, Chi icago "eit Chicago, Nov. 1-5 

Nathan Ow Shock, Baltimore City Hospitals, Baltimore - 

Leonard Arling, 3101 Univ. Ave., S.E., lis 14.........Chieago, Apr. 26-29 

Erwin R. Schmidt, Box 1109, Madison’ 1 eee .-| Cleveland, Nov. 10-13 = 


.|William A. Altemeier, Cincinnat 
-|Marcus J. Stewart, Memphis 3, Te 


Central Surgieal Assn. 
Clinical Orthopaedic Society. 


-|Charles P. Larson, Tacoma, Wash. 
R. J. Havighur, Chicago 37... 
Industrial Medical atioi ‘|H. W. Lawrence, Cincinnati 17 
Interstate Postgrad. Med. Assn. > Tom D. Spies, Birmingham, A 
Medical Library Assn Miss Isabelle Anderson, Denver. 
National Medical Assn .|A. M. Townsend, St. Louis 6, Mo 
National Multiple Sclerosis Society. .|Mr. Ralph C. Glock, New York...... 
National Proctologic Assn.. Cornet, Chicago Heights, 

19... 


College of American 
Gerontological Socie' 


John T. Givens, =” Chureh S8t., Norfolk 10, Va..... 
Mr. Donald Vail, 257 Fourth Ave., New York 10 
George E. Mueller, 59 E. Madison ‘St., Chicago 2... 
National Tuberculosis Assn.. 5 Fischer, New York Mrs. Wallace B. White, 1790 Broadway, New York 19 Chicago. May 24-29 
Neurosurgical Society of America. .|Charles L. Neill, Jackson, Miss. Miss Nettie A. Mehne, The Upjohn Co., Kalamazoo, _— Toronto, Can., June 15-19 
Frank P. Smith, 260 Crittenden Rochester 20, N. Hot Springs, Va., Apr. 1-4 


Radiological Society of North America. .| Leo C, Rigler, Los Childs, 713 E. Genesee St., Syr: N. Y. -«-|Chicago, Nov. 16-21 

Society for Investigative Dermatology... .| Walter C. Lobitz J N.H........./ Herman Beerman, 255 8. 17th St., Philadelphia 

Society for Pediatric Research... Sy 2: " LS Clark D. West, Children’s Hosp., Cineinnati...... -| Buck Hill Falls, Pa., May 8-9 

Society for Vascular Surgery..... Arthur H. Blakemore, New York ¢ Henry Swan, 4200 East 9th aes Denver 20.......... 

Society of American Bacteriologists. E. M. Foster, Univ. of Wiscons Madison 6, St. Louis, May 10-15 

Society of Biological Psychiatry.. George N. Thompson, 2010 Wilshire Blvd. tos mages 8 ‘57 Atlantie City, N. J., June 13-14 
F. F. Albritten, Jr., Univ. of Kans., Kansas ( 


| New York, Mar. 9 
"58 


‘|Joseph Wortis, Brooklyn, N. 
.|James Priestly, Rochester, Minn.. 


Society of Clinical Surgery. 5 
Society of Neurological none ge .|Leonard T. Furlow, St. Louis 8..... ..| Bronson 8. Ray, 525 E. 68th St., New York ‘a ‘ New York, Apr. 27-28 
Society of University Surgeot .|C. Rollins Hanlon, St. Louis 4, Mo........./James Hardy, U pg rsity Medical Center, Jackson, Miss. Denver, Colo., Feb. 12-14 
Southeastern Surgical Consress. Murray M. Copeland, Washington 7. D.C.|B. T. Beasley, 45 Edgewood Ave. 8.E., Atlanta 3, Ga. 

New Orleans, La., Nov. 3-6 


Mr. V. O. hy Empire Bidg., Birmingham 3, Ala. 
George G. Finney, 2947 St. Paul St., Baltimore ty 


Southern Medical Assn. 


“|W. Kelly West, Oklahoma City, 


Southern Surgical Assn.. James D. Rives, New Orleans Boca Raton, Fla., Dec. 9-11 
Southwestern Medical Assn.. Louis G, Jekel, Phoenix, Ari Russell L. Deter, 1501 Arizona St., El Paso, sa .. Oct. 23- 
Southwestern Surgical Congress. is M. Overton, Albuquerque, N. jC. M. O'Leary, 1213 Med. Arts Bidg., Oklahoma “City. ...| Denver, =— 30-A a 4 
Student American Medical Assn.. Mr. Carwile LeRoy, Chapel .|Mr. Russell F. pe 430 N. Michigan, Chicago | 11....| Chicago, 30- 

The Endocrine Society E. Perry MeC ullagh, Cleveland 6 H. H. Turner, 1200 N. Walker St., Oklahoma ( Atlantic C ity. N. J., as 4-6 


Karl Meyer, 1516 Lake Shore Dr., c DESERET 
A. C. Remington, 9851 "Bivd., Los Angeles 45. 
Eldon G. Chuinard, 1922 N. W. Johnson, Portland 9, Ore...| Portland, Ore., Oct. ‘58 
Kenneth A. Blinn, at Atiantic Ave., Long Beach, Calif. 
John T. Reynolds, 612 N. Michigan Bivd., Chicago 11 ‘| Rochester, Minn., Nov. 20-22 
Miss Margaret Wolfe, 535 N. Dearborn St., Chicago a8. 
Louis H. Bauer, 10 Columbus Circle, New York 15 


S. Section, Internat’l Coll, of Surgeons|Curti ice Rosser, Dallas, Texas....... 
Western Industrial — 1 Assn. .|David D. Holaday, San Francisco.. 
Western Orthopedic Assn.. Joe B. Davis, Portland, Ore.......... 
Western Society of Electro-Encephalography | Donald B. Lindsley, Los Angeles 24. 
Western Surgical Assn James B. Brown, St. Louis &.......... 
Woman’s Auxiliary to the Am. “Med: Assn. |Mrs. Paul Craig, Wyomissing, Pa. 
World Medical Assn................ .|A. R. Onat, Sisli, Istanbul, Turkey 


“Never mind the dance Miss La Rue, just get undressed.” 


Mae Society of Biological Chemists v.|S. Ochoa, New York 18 
See Society of Clinical Pathologists | Ha P. Smith, New York 32 
Society of Maxillofacial Surgeons rk 21 
iy ar W. W. Armistead, East Lansing, Mich 
Re" Lee Eaton, Rochester, Minn................ 
> Michael J. Hogan, San Francisco...... 
well T. Coggeshall, Chicago 
nn 
| 
| 
"4 
= 
~ 
PLEASE 
THE 
pIicTVURE ° 
TEMPORARIL 
re) 
J 


BEFORE 


impetigo 


acute 
contact 
eczema 


AND MANY 


infectious 
eczematoid 
dermatitis 
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soap-and- 
water 
eczema 
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for patie 
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is not ; 
© Hydrocortisone 


MORE 


= 


Cream 


now also Lotion 
available as a 


Supplied: VIOFORM-HYDROCORTISONE Cream, 
containing iodochlorhydroxyquin 3% and hydrocortisone 
1% in a water-washable base; tubes of 5 and 20 Gm. 
Lotion, plastic squeeze bottles of 15 ml. 

VIOFORM Lotion, 3%; plastic squeeze bottles of 80 ml. 


VIOFORM® (iodochlorhydroxyquin CIBA) 


C IB A suwmit.n. 


— wire 
| 
CO 
ITIONS 
e anti 
ntipruritic antibacteri 
Also newly availabl t erial e antifun 
VIOFORM LOTIO gal 
whom hydrocortison 
For supply of Viof 
and Vioform Lotions, write PV: 
277, C\BA, Summit, N. J. Request must 
be made on physician's letterhead or 
blank. 


to keep 
your 
hay-fever 

patient 

from 

feeling 

like 

this, 

prescribe 


sneezing, conjunctivitis and nasal pruritus. Worst attacks during May and June 


and late August and September. 


Patient had been given various antihistamines but side effects, especially 


drowsiness, were too troublesome and therapy was discontinued 


On one 12 mg. ‘Teldrin’ Spansule capsule, q12h, his symptoms were completely 


relieved with virtually no side effects 


chlorprophenpyridamine maleate sustained release capsules, S.K.F. 8 mg., 12 mg. 


one of “the best methods available for antihistamine medication”! 


Smith Kline & French Laboratories, Philadelphia 


Ann. Allergy /2:266 


A 
Male. 26. with hay fever of 10 years’ duration. Symptoms included rhinorrhea, 
Rogers, H L.: Reg. U.S. Pat. Of 


the original meprobamate, 
so widely accepted as a 
tranquilizer and muscle 
relaxant, is available both 
as Miltown’ and as... 


400 mg. unmarked, sugar-coated meprobamate tablets, 
unidentifiable by the patient. 


“WALLACE LABORATORIES, New Brunswick, N. J. 


7605-98 
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Sustained relaxing 
on skeletal muscle. 
Relative freedom f 

adverse side effects 


4 


...remarkable efficiency 
in skeletal muscle relaxation 


Robaxin 


(METHOCARBAMOL ROBINS, U.S. PAT. NO. 2770649) 


Selective and specific action 


Synthesized in the Robins Research Laboratories and clinically tested by 
hundreds of physicians, RoBAXIN offers selective and specific relaxation of 


Beneficial in 94.4% of tested cases 
© Potent and long acting of acute back pain due to muscle 
spasm 


@ In ordinary dosage, does not reduce 
normal muscle strength or reflex © Relatively free from adverse side 
activity effects 


Supplied: Rosaxin Tablets (white, scored), 0.5 Gm., bottles of 50 and 500. 
Additional information available on request. 
A. H. ROBINS CO., INC., Richmond 20, Va. * Ethical Pharmaceuticals of Merit since 1878 
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American Medical Association 


“An excellent result, following methocarbamol 
administration, was obtained in all patients with 
acute skeletal muscle spasm.”’* 


American Medical Association 


“In no instance was there any significant reduc- 
tion in voluntary strength or intensity of simple 
reflexes.’’® 


Comments on Robax iz by investigators 


Southem 
Medical foumal 


“This study has demonstrated that methocarbamol 
(Robaxin) is a superior skeletal muscle relaxant in 
acute orthopedic conditions.”’' 


American Medical Association 


“No serious reactions to this drug and very few 
unpleasant side effects have been observed.”’” 


A. H. ROBINS CO., INC., Richmond 20, Virginia 
Ethical Pharmaceuticals 
of Merit since 1878 


Published References: 1. Carpenter, E. B.: Southern Medical Journal 51 :627, 1958. 
2. Forsyth, H. F.: J.A.M.A. 167:163, 1958. 3. Little, J. M., and Truitt, E. B., Jr.: J. Pharm. 
& Exper. Therap. 119:161, 1957..4. Morgan, A. M., Truitt, E. B., Jr., and Little, J. M.: J. . 
Am. Pharm. Assn., Sci. Ed. 46:374, 1957. 5. O'Doherty, D. S., and Shields, C. D.: J.A.M.A. 


167:160, 1958. 6. Park, H. W.: J.A.M.A. 167:168, 1958. 7. Truitt, E. B., Jr., and Patterson, 
R. B., Proc. Soc. Exper. Bio. & Med. 95:422, 1957. 8. Truitt, E. B., Jr., Patterson, R. B., 
Morgan, A. M., and Little, J. M.: J. Pharm. & Exper. Therap. 119:189, 1957. 


Summary of four new published clinical studies: 


ROBAKIN BENEFICIAL IN 95.6%. OF CASES oF ACUTE 


NO. | 
CONDITION | PATIENTS 


TONE 
stupy 


Skeletal muscle spasm 
secondary to acute trauma 26 


STUDY 2? “pronounced” 
Herniated disc 25 
ligamentous strains 
Torticollis 
injury 


and muscle soreness due 
to accidents 
stupy 3° 
Herniated disc 
Acute fibromyositis 
Torticollis 
stupy 4° “significant” 
Pyramidal tract and 
acute myalgic disorders 27 
TOTALS 104 


(75.3%) 


, THE JOURNAL THE JOURNAL 
“marked” | moderate | slight | none \\ 
| : | (20.3%) | | | 


in angina pectoris 


to prevent attacks 


(brand of pentaerythritol tetranitrate) 


mg. 


An accepted basic therapy in the treatment of coronary disease 


Effective as a prolonged coronary vasodilator in four out of five cases, 
Peritrate reduces the severity and frequency of attacks. In addition, it 
lowers nitroglycerin dependence, increases exercise tolerance, and im- 
proves EKG findings. Peritrate 20 mg. is the basic dosage strength for 
coronary dilatation. 


Peritrate 20 mg. for routine prophylaxis to prevent attacks of angina 
pectoris; in the management of coronary insufficiency, and the post- 
coronary patient. 
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i angina pectoris 


“the acute attack 


Sublingual Peritrate with Nitrogitycerin is a companion product to re¢ular 
gu 
Peritrate. Ht repiaces nitroplycezin — not Peritrate. It not only relieves the 
P ey 

acute attack — it automatically sepplics additional Peritrate for increased 
protection during the strese period. Peritrate with Nitroglycerin replaces nitro- 
glycerin in any Strength because the sublingual Peritrate increases the imme- 
diate nitrate level. 


Help your angital patients lead 2 more normal life by prescribing Peritrate 
20 mg. q.i.d. and Peritrate (10 mg.) with Nitroglycerin (1/200 gr.) p.rn 
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POSITIVE 
RESULTS AGAINST MANY 
GRAM-NEGATIVE INVADERS 


CHLOROMYCETIN 


COMBATS MOST CLINICALLY IMPORTANT PATHOGENS 


Gram-negative organisms, involved in many stubborn infections, dem- 
onstrate high in vitro sensitivity to CHLOROMYCETIN.!* 


The efficacy of CHLOROMYCETIN against these troublesome invad- 
ers is borne out in vivo in such infections as infantile gastroenteritis,® 
urinary tract infections,'® the septicemic and focal forms of salmonel- 
losis,’ and Friedlinder’s pneumonia.” 


CHLOROMYCETIN is available in a variety of forms, including Kapseals,® of 
250 mg., bottles of 16 and 100. 

CHLOROMYCETIN (chloramphenicol, Parke-Davis) is a potent therapeutic agent 
and, because certain blood dyscrasias have been associated with its administra- 
tion, it should not be used indiscriminately or for minor infections. Furthermore, 
as with certain other drugs, adequate blood studies should be made when the 
patient requires prolonged or intermittent therapy. 


REFERENCES: (1) Schneierson, S. S.: J. Mt. Sinai Hosp. 25:52, 1958. (2) Waisbren, B. A.: 
Wisconsin M. J. 57:89, 1958. (3) Ritts, R. E., Jr.; Mao, E H., & Favour, C. Bin Welch, H., 
& Marti-Ibanez, F: Antibiotics Annual 1957-1958, New York, Medical Encyclopedia, Inc., 
1958, p. 774. (4) Rhoads, P. S.: Postgrad. Med. 21:563, 1957. (5) Roy, T. E.; Collins, A. M.; 
Craig, G., & Duncan, I. B. R.: Canad. M.A.J. 77:844, 1957. (6) Hasenclever, H. E: 
J. Iowa M. Soc. 47:136, 1957. (7) Holloway, W. J., & Scott, E. G.: Delaware M. J. 29:159, 
1957. (8) Waisbren, B. A., & Strelitzer, C. L.: Arch. Int. Med. 99:744, 1957. (9) Derham, 
R. J., & Rogerson, M. M.: J. Dis. Child. 93:113, 1957. (10) Murphy, J. J., & Rattner, W. H.: 
J.A.M.A. 166:616, 1958. (11) Rabe, E. F: Pennsylvania M. J. 61:209, 1958. (12) Rosen- 
thal, I.M.: GP 17:77 (March) 1958. 
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IN VITRO SENSITIVITY OF SEVEN GRAM-NEGATIVE PATHOGENS 
TO CHLOROMYCETIN AND TO ANOTHER WIDELY USED ANTIBIOTIC* 


ESCHERICHIA COLI 


1 


AEROBACTER AEROGENES 


30 SANS 665°. 
2 

148 STRAINS ANTIBIOTIC A 32.4% 

BACILLUS PROTEUS 


314 TRANS 726°. 
3 


101 STRAINS ANTIBIOTIC A 5.0% 


B. PYOCYANEUS 


269 STRAINS 16.0% 
4 
103 STRAINS antisiotic a 24.3% 


SALMONELLA 


5 


B. ALKALIGENES FECALIS 


6 


B. FRIEDLANDER 


7 
5 STRAINS a 40.0% 


0 20 40 60 


*Adapted from Schneierson# 
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CHLOROMYCETIN 92.3% 
ANTIBIOTIC A 91.7% 
57.1% 
ANTIBIOTIC A 75.0% | 
100 


FROM OTHER PAGES 


J.A.M.A., Sept. 20, 1958 


Are You a Mesomorph? 


I came into the conscious realization of my bodily form in 
the public library. It happened quite by mistake; my beans 
were not doing very well so I proceeded to the library for 
information on the habits of these vegetables. Being rather 
overawed by the air of learning and wisdom about the place 
I felt that at all costs I must keep my end up. Therefore, in 
a nervous whisper, I inquired where I could find the section 
on pulses. I expected to find a few gnarled old gentlemen 
with horny hands and ruddy weatherbeaten faces peering 
through unaccustomed glasses at grubby tomes on horticul- 
ture, but, to my astonishment, the relevent gangway was 
filled with thin individuals. ... Feeling a bit conspicuous in 
this group I grabbed the first book I could and retreated to 
a table. The book opened itself without much assistance 
from myself and showed me what might quite well have 
been my photograph with nothing on. I noted the page 
number and flipped through the rest of the book but there 
was nothing even remotely connected with beans. I cast a 
furtive glance towards the section from where the book had 
come: “Medical!” 

Nothing daunted I reckoned the beans could wait a few 
minutes longer while I found out what the book had to say 
about me. Under my photograph was the legend “Marked 
mesomorphy.” I looked at the other pictures of “Marked 
endomorphy,” “Marked ectomorphy” and “Normal;” no, 
there was absolutely no doubt about it, I was shown from 
the back, the front and the side, all definitely me, a marked 
mesomorph. I looked pretty good compared with the others 
so I decided to pursue my studies further and see what it 
said in the text. Mesomorphs have a predominance of mus- 
cle, bone and (for your further information) of other con- 
nective tissues which originate from mesoderm. The bones 
are large and prominent and the muscles stand out in sharp 
relief. Our heads are rather cubical in shape and vary in 
size, we have a fairly long neck, a heavy shoulder girdle, 
broad shoulders, and a large heavily muscled trunk. The 
volume of our chests is predominant over that of our ab- 
domens and we have a low waistline. The pelvis is sturdy 

- and we have broad hips (this worried me a little); our 
limbs are massive and heavily muscled. . . . 

An analysis of the less flattering part of the set-up, namely 
the wide hips, revealed another conspiracy against meso- 
morphs,...on the part of the tailors. The low waistline 
combined with these hips explains why, when buying sports 
flannels, my tailor eyes my old pair with disapproval and 


when the new pair is tried on heaves them up for me to a 


sartorially elegant position approaching my armpits. No 
matter how tightly they are belted they always sink to 
half-mast and I find myself walking on the turn-ups. This is 
exasperating and expensive but the rock bottom of humilia- 
tion was reached when I overheard my offspring referring 
to his parent as “old droopy drawers”... . 

A word of warning is needed for fellow mesomorphs. We 
float with difficulty so if you aspire to swimming the channel 
you will either have to put on a devil of a lot of fat or else 
wait for your next incarnation and come back as an endo- 
morph. ... Shortly after making my discovery I had occa- 
sion to put it to practical use although I didn’t really expect 
the effect of my pronouncement to be so great. I had been 
playing squash with a diminutive American friend of mine 
and he had beaten me. Now this is not the sort of thing 
that should happen to a self-respecting mesomorph. ... We 
were in the shower bath and he had his back to me. Yes, his 
head was definitely cubical, a long neck, broad shoulders, 
well muscled trunk tapering to a low waist (his hips weren’t 
very broad, still we mustn’t let that worry us), and his limbs 
were certainly muscular (and hairy). He could be a 
mesomorph and after all there was nothing disgraceful in 
one mesomorph being beaten by another. “Did you know 
you were a mesomorph?” I asked him.... The reply was in 
the negative, so as he seemed interested I let him have the 
whole symptomatology. ... “Gee, you're the greatest,” was 
all he could say....I have just had a letter from him. He 
has wasted no time since his return to the States. He now 
signs himself Hiram C. Finkelstein, Mesomorph, and the 
headed notepaper proclaims him to be “President, Meso- 
morphs, Inc.”—R. G. Richardson, Are You a Mesomorph? 
Middlesex Hospital Journal, April, 1958. 


Women in Pharmacy 


It has taken some a long time to realize that the profession 
of Pharmacy is not for men only. It is the ability and not the 
sex of the candidate that serves to qualify the trainee as a 
potential pharmacist. In watching the young ladies in train- 
ing, whether in classroom or in laboratory, I find them more 
serious, neater in their work, and less likely to ask favors in 
earning their marks. They are setting very high standards of 
accomplishment and are a most welcome addition to our 
training programs. Many schools have been slow in consider- 
ing them in admission quotas of new students. This is a 
mistake.—H. G. Hewitt, Educational Requirements, Journal 
of the American Pharmaceutical Association, June, 1958. 
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FURACIN 


brand of nitrofurazone 
VAGINAL SUPPOSITORIES 


Furacin Vaginal Suppositories provide prompt control of bac- 
terial vaginitis' and cervicitis, rapid relief of leukorrhea and 
pruritus. Possessing a remarkably wide bactericidal range (in- 
cluding Hemophilus vaginalis in vitro), these Suppositories 
eliminate infection before electrocauterization and _ cervico- 
vaginal surgery.2 Their postoperative use prevents complica- 
tions, speeds healing, alleviates discomfort and shortens 
convalescence. They are nonirritating; nonstaining and non- 
leaking; do not predispose to monilial superinfection. 
INDICATIONS: Bacterial vaginitis and cervicitis; before and 
after cervicovaginal surgery, cauterization, conization, biopsy 
and pelvic radiation. 

SUPPLIED: 

0.2% Furacin in a water-miscible base which melts at body tem- 


perature. Hermetically sealed in yellow foil, box of 12. 
1. Helms, W. C.: J. M. A. Georgia 42:376, 1953. 2. Rogers, S. F., and Moore, J.; 
Texas J. M. 58:338, 1957. 3. Schwartz, J.: Am. J. Obst. 683:579, 1952. 


NITROFURANS: a unique class of antimicrobials . . , 
neither antibiotics nor sulfonamides 


EATON LABORATORIES, NORWICH, NEW YORK 


; 
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* 
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Pregnancies, blood loss from menses and delivery, and lactation deplete iron 
stores.'? Babies born of iron-deficient mothers often receive inadequate iron 
reserves for their growth requirements and develop anemia.*°* 

Repletion of iron stores sometimes ‘’...takes many months to accomplish by 
the oral route and is thus considered impractical.”® Oral iron often “... must be 
regarded as partial replacement with the realization that the patient remains 


_ iron depleted and therefore vulnerable to future blood loss anemia.” “... The 
+ anemia may be a lifetime disease.’ 


A most satisfactory parenteral iron preparation,°® well tolerated by the intra- 
muscular route,’ IMFERON is administered in a dosage calculated to replenish 
exhausted iron stores. Even severely anemic gravidas, previously requiring 
transfusion, can have their deficiency corrected within a few weeks.® 


‘ 


INTRAMUSCULAR IRON-DEXTRAN COMPLEX 


(1) Brown, E. B., Jr.: GP 17:87 (Feb.) 1958. (2) Coleman, D. H.; Stevens, A. R., Jr., and Finch, C. A.: Blood 
10:567, 1955. (3) Council on Foods and Nutrition: J.A.M.A. 162:659 (Oct. 13) 1956. (4) Hagedorn, A. B.: 
M. Clin. North America, Philadelphia, W. B. Saunders Company (July) 1956, p. 983. (5) Pirzio-Biroli, G., 
and Finch, C. A.: J. Chron. Dis. 6:302, 1957. (6) Stevens, A. R., Jr.: A.-M.A. Arch. Int. Med. 98:550, 1956. 
(7) Schwartz, L.; Greenwald, J. C., and Tendiler, D.: Am. J. Obst. & Gynec. 75:829, 1958. (8) Eastman, 
N. J.: Current M. Dig. 25:55, 1958. 

Supplied: 2-cc. and 5-cc. ampuls, boxes of 4. Physician’s directions on every box. There are 50 mg. of 
elemental iron per cogRequest Brochure NDA 17, IMFERON. 


IMFERON® is distr: yy Lakeside Laboratories, !nc., under license from Benger Laboratories, Limited. 


LAKESIDE 
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ANKLE 
SPRAINED 
Of 

SINUS 


POSITIVE 
CORONARY 
VASODILATION 


Penite provides positive coronary vasodilation 
to increase oxygen supply to the myocardium. 
Furthermore, by reducing stress and tachy- 
cardia, the work load of the heart is reduced. 


Results of clinical studies show that Penite can 
provide unsurpassed freedom from anginal at- 
tacks. 


“We have recently had gratifying results from 
[Penite] tablets. 


“In our experience so far, the number of an- 
ginal attacks has been sharply reduced .. .”' 


EACH PENITE TABLET CONTAINS: 


Nitroglycerin ............ (1/200 gr.) 0.3 mg. 
Pentaerythritol tetranitrate .......... 10.0 mg. 


DOSAGE: 
Usually, swallow one tablet before each meal and 
one at bedtime if needed. Clinical supplies on 
request. 


1. Plotz, M.: Coronary Heart Disease, Hoeber-Harper, New 
York, 1957, p. 299. 
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TABLETS RECOVERY 
PROCESS WITH 


ACCELERATE THE 
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LEDERLE a Division of AMERICAN CYANAMID COMPANY, Pear River. New York 
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viscid. 


Inaccessible accumula- 


in bronchial asthma, 
chronic bronchitis, 
sinusitis and rhinitis 
yield to the systemic 
liquefying action of 
CHYMAR Aqueous— 

a truly aqueous 
ONE-VIAL preparation of 
crystallized chymotrypsin 
in sodium chloride 
injection for intra- 
muscular use. 


bere 


liquefies 


mucus 


tions of viscid mucus 


Also available: 


Chymar in Oil 


In 5 cc. 

multiple dose 

vials with 5000 Armour 
Units per milliliter. 
Stable for one year 

if refrigerated. 


DO NOT FREEZE! 
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CHY MAR | 
A THE ARMOUR LABORATORIES 4 DIVISION OF ARMOUR AND COMPANY + KANKAKEE, ILLINOIS 


THE MORE YOu EXPECT 
OF A LOCAL ANESTHETIC 
THE MORE YOU WILL DEPEND 
ON XYLOCAINE 


abie solution for local anesthesia’ 


eff 


k for Relief of Pain 


Nerve Bloc 


y somatic pain, nerve blocking with Xyloc 
le injection. In addition, Xylocaine has a high 


er areas are more readily reached even though the injection may | 


gine is a treatment of 


In conditions characterized mainly b 
choice. Relief from pain is almost immediate with a sing 


diffusion coefficient, and the trigg 
have been deposited some distance away from the nerve fibers. 


Typical indications in this respect are: 
Torticollis—stiffness and torsion of the head and neck are relaxed and as a rule the spasm does 
not recur. 


Limitat 
ui of Seton of Shoulder Joint—subdeltoid bursitis, myalgia of the shoulder muscl 
and periarthritis due to trauma are all amenable to nerve block with Xylocaine a . 


Herpes Zoster—the course of thi iti 

of this condition is ofte 

vith favorably influenced by block of the inter. 


, less epinephrine is re 


quired 
St its Clinical acce 


y NO ‘ Slide #1 
ext issue Ca Cries 


Vials, 
multip th e pinephr'™ 
w 


Painful Postoperative Scar—infiltration of the tender area with single injection of Xylocaine, * 
or repeated blocks, often Causes the pain to Subside for long periods. ¥ 
speed of action and long duration, Xylocaine IS relatively free from Sensitivity reactions, 
ven in relatively high concentrations, tissue tolerance to Xylocaine is remarkably 800d. With xyI Caine 
and for 
Cases where Vasopressor drugs are not contraindicated 
an with any 9 ; 
local anesthetic agent. Half a billion injections atte 
logra 0 - 
3 8 ” Y Of more than 399 Published references js available at your request. | 
S Said: “They rewrote the book for Xylocaine quest. |t explains Why it a 
: : se epinepht 1-200,000- 
1%. wit of 10 and 39, 
jals, single 4° 00,000. 
mpules jin epine? 


_ANTI-INFLAMMATORY 


[-ALLERGIC CORTICOSTEROID. 


mg. scored tablets (pink), bottles of 30, 100 and 500; 4 mg. score 


CONCENTRATE TABLETS. 


Taste as good as candy and provide the average daily requirements 
of vitamins A and D—PLEASANTLY and ECONOMICALLY. 

Each tablet contains vitamins A and D equivalent to one teaspoon- 
ful of U.S.P. cod liver oil. Bottles of 100 and 240 tablets. 


WHITE’S COD LIVER OIL CONCENTRATE CAPSULES 

—whenever high potency A and D vitamins are required. Each small capsule 
provides 12,500 units of Vitamin A and 1,250 units of Vitamin D. 

Bottles of 40 and 100 capsules. 

Also available:: WHITE’S COD LIVER OIL CONCENTRATE DROPS 
Bottles of 6, 30, and 50 cc., with dropper. 


WHITE LABORATORIES, INC. Kenilworth, N. J. 
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ANTIBIOTIC: 
THERAPY 


REMARKABLE EFFECTIVENESS 
AGAINST THE COCCI—PLUS A 
SAFETY RECORD UNMATCHED IN 
SYSTEMIC ANTIBIOTIC THcCRAPY 


Now, after more than six years of extensive 
use, there has not been a single serious 
reaction to Eryrurocin. Additionally, 
the often-met problem of resistance has 
remained exceptionally low with 
EryTHrRocin therapy. 
Therapeutically, you'll find EryrHrocin 
highly active against the majority of 
coccal organisms. Where severe viral at- 
tacks occur, ErytHrocin may be the 
tool to counteract cocca! complications. 
Usual adult dose is 250 mg. every six 
ie hours. Dosage for children may be reduced 
in proportion to body weight. EryTHRocIN 
comes in Filmtabs®, bottles of 25 and 100 
(100 and 250 mg.). Also, in cinnamon- 


flavored oral suspen- 
sion; 75-cc. bottles. 


@ Fi. TABLETS, ABBOTT; PAT. APPLIED FOR. 


i} 
j 
2 
« 


in 
anxiety 
and 


tension 
your 
patient 
can meet 
the 
rigors 


of life 


lethargic 
inattentive 


° ® 
sodium 


butabarbital sodium 


Jitteriness, apprehension, nervousness and the enervating insomnia which 
characterize the ‘‘anxiety state’ encountered in daily practice are easily con- 
trolled by small, daytime Butisol® dosage. 


As shown recently! in a prolonged comparative study of routine anxiety 
patients, Butisol was found to “produce satisfactory daytime sedation...with 
minimal occurrence of untoward reactions. Large nighttime hypnotic doses are 
unnecessary in the majority of patients.’ 

1. Batterman, R. C.; Grossman, A. J.; Mouratoff, G. J., and Leifer, P.: A Clinical Re-evaluation 
of Daytime Sedatives, Scientific Exhibit, Annual Meeting of AMA, San Francisco, June 23-27, 1958. 


2. Grossman, A. J.; Batterman, R. C., and Leifer, P.: Fed. Proc. 17:373 (March) 1958. 


BUTISOL sodium® TABLETS + REPEAT-ACTION TABLETS « ELIXIR + CAPSULES McNEIL | 
McNEIL LABORATORIES. INC. *« PHILADELPHIA 32. PA. 
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one of the 
most versatile drugs 
known for 


In Obstetrical or Pre- and Postoperative Sedation: Psychic-sedative action 
to allay fears and induce light sleep. Antiemetic action to prevent and control nausea 
and vomiting. Potentiating action to reduce dosage of analgesics, narcotics, and sedatives. 


In Allergic Reactions: Potent, prolonged antihistaminic action to control all 
conditions responding to antihistamines. 


in Nausea and Vomiting: Antiemetic action for prophylaxis and therapy in 
nausea and vomiting associated with surgery, pregnancy, motion sickness, or of 
reflex origin. 


PHENERGAN’ 


EQUANIL® ® 
A HYDROCHLORIDE Philadelphia 1, Pa. 


Meprobamate 
PHENERGAN HCI Promethazine Hydrochloride, Wyeth 
Promethazine HCI 


SPARINE® HCI INJECTION + TABLETS + SYRUP - SUPPOSITORIES 


Promazine HCI 


A Wyeth normotropic drug for 
nearly every patient under stress Comprehensive literature supplied on request 
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Joint inflammation and muscle spasm 
are the two elements most responsible 
for disability in rheumatic-arthritic dis 
orders and MEPROLONE treats both 


MEPROLONE suppresses the inflamma 
tory process and simultaneously relieves 
aching and stiffness caused by muscle 
spasm, to provide greater therapeutic 
benefits and a shorter rehabilitation 
period than a single antirheumatic 
antiarthritic agent 


MEPROLONE.2 is indicated in cases of 
severe involvement, yet often leads to 
a reduction of steroid dosage because 
of its muscle-relaxant action. When in 
volvement is only moderately severe or 
mild MEPROLONE-1 may be indicated 


MEPROLONE is a trade-mark of Merck & Co 


> te % 


> 


THE FIRST 
Pe. MERCK SHARP & DOHME 


= 


THERAPY 


BAMATE-PREDNISO 
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7% | 
MULTIPLE COMPRESSED TABLETS 


Because muscles move joints, both muscle spasm and joint inflamma 
tion must be considered in treating the rheumatic-arthritic patient 


Rapid 
rehabilitation 


in 


MEPROLONE is the first antirheumatic-antiarthritic designed 
to exert a simultaneous action to relax muscles in spasm 
and suppress joint inflammation 


Multiple 
Compressed 
Tablets 


THE FIRST BAMATE-PREDNISO 


THERAPY 


SUPPLIED: Multiple Compressed Tablets in three formulas: MEPROLONE-2— 
2.0 mg. prednisolone, 200 mg. meprobamate and 200 mg. dried aluminum 
hydroxide gel (bottles of 100). MEPROLONE-1 supplies 1.0 mg. prednisolone 
in the same formula as MEPROLONE-2 (bottles of 100). MEPROLONE-5 

5.0 mg. prednisolone, 400 mg. meprobamate and 200 mg. dried aluminum 
hydroxide gel (bottles of 30). 


Therefore, MEPROLONE does more than a single agent to help 
the physician shorten the time between disability and employability 


MERCK SHARP & DOHME 


Division of Merck & Co INC Philadelphia 1, Pa 
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acts within an hour, lasts up to a week’? 

one injection sufficient in 80% of cases® 

itching abates promptly® 

most reactions clear in 12 to 96 hours?.* 

well tolerated'-® 

may be lifesaving in certain anaphylactic reactions*5+ 

‘For this reason, and from these studies, penicillinase 

[NeutraPeN] should be kept on hand in every doctor's 

office or hospital where penicillin is administered.” 
NEUTRAPEN aborts penicillin reactions by catalyzing the 
hydrolysis of penicillin to penicilloic acid, which is non- 
allergenic. Current therapy—antihistamines, ACTH or 
steroids—treats effects, NEUTRAPEN counteracts the 
cause, It inactivates circulating penicillin within an 
hour after injection, and continues to act for four to 
seven days,!* 


NEUTRAPEN acts rapidly—80° get complete clearing within 
12 to 96 hours after a single injection, over 95% with 
two injections.® In an earlier study, Zimmerman’ re- 
ported prompt and complete clearing of reactions in 
45 of 52 cases. Becker*® noted complete clearing of 
urticaria and angioedema within 24 to 72 hours in 42 
of his 46 patients. The absence of relapses was termed 
“a major clinical achievement....”* Minno and Davis® 
reported “,,. prompt relief of itching...in nearly every 
case....” and complete clearing in all 42 cases. 


NEUTRAPEN is well tolerated when used intramuscularly 
and “... virtually nontoxic [ pharmacologically], even at 
dose levels several hundred times the minimum effec- 


tive dose.”” 
indications 


Therapeutic: NEUTRAPEN is indicated for the treatment 
of the allergic reactions to penicillin, such as urticaria, 


@T.M. REG. U.S. PAT. OFF. PATENTS PENDING. 
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specific for penicillin reactions 


NEUTRAPEN 


(Penicillinase Injectable,* SchenLabs) 


NEUTRALIZES PENICILLIN 


angioedema, serum sickness, eczematoid and exfolia- 
tive dermatitis. 


Diagnostic: Zimmerman suggests that “...response [to 
NEUTRAPEN] may be considered a useful tool in the 
differential diagnosis of eruptions where penicillin is 
only one of several possible inciting allergens.” 


dosage and administration NeurrareNn, 800,000 units I. M., 
injected as soon as possible after symptoms of penicillin 
reaction appear. If necessary, dosage may be repeated 
at 3-day to 4-day intervals. In anaphylactic reactions 
occurring an hour or more after penicillin is given, 
therapy with NeuTRAPEN should immediately follow 
routine emergency measures. As soon as possible 800,000 
units should be given intravenously followed by another 
800,000 units intramuscularly. 


contraindications and side effects No specific contraindications. Some 
soreness at the site of injection, which may be accompanied by 
erythema and local edema, may be noted in some patients, but it 
is transient and not serious. The use of penicillinase has been 
reported to cause transitory chills and fever in some cases. 


supplied Neutraren is supplied in single-dose vials containing 
800,000 units of purified injectable penicillinase as lyophilized 
powder. It is stable at room temperature in the dry state. 


references: (1) Becker, R. M.: New England J. Med. 254:952, 1956. (2) Chen, 
J. ¥ PB; Bard, J. W, and Balsite, A. A., in Welch, H., and Marti-Ibanez, E: Anti- 
biotics Annual 1957-1958, New York, Medical Encyclopedia, Inc., 1958, p. 321. 
(3) Zimmerman, M. C., in Welch, H., and Marti-Ibanez, E: Antibiotics Annual 
1957-1958, New York, Medical Encyclopedia, Inc., 1958, p. 312. (4) Becker, R. M.: 
A New Concept in Treatment of Penicillin Reactions—Use of Penicillinase, paper 
presented at 106th Ann, Meet., A.M.A., New York, N. Y¥., Jume 3-7, 1957. (5) Becker, 
R. M., in Welch, H., and Marti-Ibanez, E: Antibiotics Annual 1957-1958, New York, 
Medical Encyclopedia, Inc., 1958, p. 310. (6) Mimmo, A. M., and Davis, G. M.: 
J.A.M.A, 165 :222, 1957. (7) Davis, G. M.: Discussion, Antibiotics Symposium, Wash- 
ington, D. C., October 3, 1957. (8) Zimmerman, M. C.: Clin. Med. 5:305, 1958. 


([Schenfabs 


ScHENLaBs PHaRMAceuticats, Inc. 
NEW YORK 1, W. Y. 
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longer in short | 
| ‘We are now to meet your need: 
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cut out 
the fried foods...” 


4 


You Can Rely on Your 
Walgreen Pharmacist for 


: Truly. Dependable Prescription Service 


Just what the Doctor Ordered? 
L 
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postoperatively 


in pregnancy when 


vomiting is persistent 


following neurosurgical 


diagnostic procedures 


in infections, intra-abdominal 


for 
nausea 


disease, and carcinomatosis 


e after nitrogen mustard therapy 


and vomiting 


Squibb Triflupromazine 


e provides prompt, potent, and long-lasting control 

capable of depressing the gag reflex 

effective in certain cases refractory to other potent antiemetics 
may be given intravenously, intramuscularly and orally | 
no pain or irritation on injection 


ANTIEMETIC DOSAGE: 
Intravenous: 8 mg. average single dose | 
Dosage range 2-10 mg. 
Intramuscular: 15 mg. average single dose | 
Dosage range 5-15 mg. -. 
If subsequent parenteral dose is needed, 
one-half the original dose will usually suffice 
Oral: 10-20 mg. initially; then 10 mg. t.i.d. 
SUPPLY: 

Parenteral solution — 1 cc. ampuls (20mg./cc.) 
Oral tablets —10 mg., 25 mg., 50 mg., 
in bottles of 50 and 500 


Squibb Quality — The Priceless Ingredient 


*VESPRIN’ ® 1S A SQUIBD TRADEMARK 
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Fats act as carriers for the fat-soluble 
vitamins A, D, E and K. These vitamins 
are associated with the fat portion of 
foods ...and are absorbed by the body 
dissolved in fat. 

Vitamin A is found only in animal fats 
... milkfat...egg fat... and fish liver 
oils. However, the body can form this 
vitamin from carotenes present in plant 
foods. There is great variability in degree 
to which carotenes from different foods 
are utilized by the body. This vitamin is 
needed for normal growth of soft tissues, 
bone and teeth... for vision. . . and for 
maintenance of healthy skin and epithe- 


lial membranes throughout the body. 

Vitamin D is found in large quantities 
in fish liver oils but is naturally present 
in only small amounts in animal and 
plant food fats. It is formed in the skin 
... from 7-dehydro cholesterol . . . under 
action of direct ultra violet rays from sun 
or lamp. 

Vitamin D is needed for normal cal- 
cification of bone and teeth .. . appears 
to influence calcium absorption and ex- 
cretion...and to have a functional 
relationship to the parathyroid glands. 

Vitamin E ... found sparingly in ani- 
mal fats and generously in vegetable oils 


... Serves as a guardian of fats in nature 
... protecting “polyunsaturated essen- 
tial” fatty acids, vitamin A and carotenes 
from destruction by oxidation. Animal 
experiments demonstrate vitamin E is 
necessary for reproduction... and for 
maintenance of normal muscle fibers. 

Vitamin K ... found mainly in plant 
fats and oils but also in animal fats . . . is 
necessary for the normal clotting of 
blood. 

Fat, as present in foods and used in 
meal preparation, contributes to the 
pleasure of eating... and provides the 
essential fat-soluble vitamins, 


Since 1915 . . . promoting better health through nutrition research, education 


The nutritional statements made in this advertisement 


have been reviewed by the Council on Foods and Nutri- 


tion of the American Medical Association and found 


consistent with current authoritative medical opinion. 


THIS ADVERTISEMENT IS ONE OF A SERIES. 


NATIONAL DAIRY COUNCIL 


A non-profit organization 


“111 NORTH CANAL STREET » CHICAGO 6, ILLINOIS 
REPRINTS ARE AVAILABLE UPON REQUEST. 
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Rarical 


iron-calcium TABLETS 


a unique new compound, ferrous calcium citrate, with tricalcium citrate 


- jron and calcium in one molecule 


- raises hemoglobin rapidly 
- white, uncoated tasteless tablets 


also available: Rarical with Vitamins 
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documented 
case histories*”* 


CONFIRMED EFFICACY 


Deprol ®& acts promptly to control depression 
without stimulation 


> restores natural sleep 
®& reduces depressive rumination and crying 


DOCUMENTED SAFETY 


Deprol is unlike amine-oxidase inhibitors 


® does not adversely affect blood pressure 
or sexual function 


®& causes no excessive elation 


& produces no liver toxicity Deeage: Usual start- 
does not interfere with other drug therapies 
Deprol is unlike central nervous stimulants 


3 tablets q.i.d. 
does not cause insomnia 
omposition: Each 


& produces no amphetamine-like jitteriness tablet contains 400 


mg. meprobamate and 

®& does not depress appetite 1 mg. 2-diethylamino- 
ethyl benzilate hydro- 

has no depression-producing aftereffects (benactyzine 
can be used freely in hypertension and 


in unstable personalities 50 scored tablets. 


1, Alexander, L.: Chemotherapy of depression—Use of b bined with b ine (2-diethylaminoethy! b ) 
t , hydrochloride. J.A.M.A. 166:1019, March 1, 1958. 2. Current p ! ications; in the files of Wallace Laboratories. 


ences Literature and samples on request (yy WALLACE LABORATORIES, New Brunswick, N. J. 
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Edited by Epwin P. 
JORDAN, M.D., F.A.C.P. 
University of Virginia 
Medical School, Char- 
lottesville, Virginia. 


INDEXEDtosaveyoutime. Therapeutic, 
Drug, Manufacturer’s and new Generic 
Name Indices plus self-pronouncing drug 


listings. 


% CompLeETE, authoritative, continuing 
service for 3 years— New 7th Edition plus 
18 bi-monthly Mopern Drucs Supple- 
ments—all for $17.50. 


¥% ATTRACTIVELY Bounp in durable red 
cover stock. Approx. 1500 pages. Size 
6" x x 2174". 


indispensable source for 


new drug descriptions” 


MODERN DRUG 


ENCYCLOPEDIA 


AND THERAPEUTIC INDEX 


with FREE 3-YEAR bi-monthly supplement service, MODERN DRUGS 


More than 70% of the prescriptions 
written today call for new drugs 
introduced within the past 3 years. 
It’s imperative that your drug ref- 
erence be complete, dependable, 
current and up-to-date. Here is 
your authority on PRESCRIPTION 


DRUG PUBLICATIONS, INC. 


DruGs and the new NARCOTIC 
CLASSIFICATIONS—your up-to-the- 
minute source for latest composi- 
tion or description, action, use, 
supply, dosage, caution and 
administration data on more than 
4,000 drugs. 


11 East 36th Street, New York 16, New York 


Remittance Enclosed 


Name. 


(1 Please send me the 7th Edition MODERN DRUG ENCYCLOPEDIA and Therapeutic 
Index, plus bi-monthly MODERN DruGS Supplements for 3 years—all for $17.50*. 
(©) Send along Binder for MODERN DRUGS Supplements — 


C) Bill me later 


Address, 


City 


*$17.50 in U.S.A., Foreign, $21.00 
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ated —a special process removes fish 
taste and odor, and virtually all aller- 


and 


s. vitamin corporation 


(Arlington-Funk Laboratories, division) 
> East 43rd Street, New we 17,N.¥. 


omen A car 
(water-solubilized natural vitamin) 


aquasol vitamin | 
50,000 units natural vitamin A p 
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How professional diaper services 


assure clinically safe diapers 


Modern diaper services use the utmost care to assure that the diapers they 
provide are clean, soft, white and, above all, free from harmful bacteria. 
Here are eight phases of a representative formula: 


1. Four separate pre-rinses of the soiled diapers in hot water at 
temperatures up to 140 degrees Fahrenheit. 


. Four separate soft-water suds baths of 10 minutes each, at a 
temperature of 170 degrees — far hotter than is available with 
home equipment. 


. A controlled bleaching. utilizing the germicidal effect of hypo- 
chlorite. 


. Six rinses, with temperatures exceeding 180 degrees. 


. An acidifying rinse, to produce a 5.5 pH. conducive to baby skin 


health. 


. Impregnation of the diapers with a diaper antiseptic which re- 
mains latent in the fluffy-dry diaper and goes into action to kill 
bacteria when the diaper is soiled. 


Addition of a special cotton softening agent that makes the diaper 
cloth extra soft and fluffy. 


. After water extraction, fluff drying in spinning tumblers where 
fresh air is heated to an inlet temperature of 325 degrees. 


This typical formula takes more than an hour. It requires 1400 gallons of 
soft, pure water. Every step is under quality-control procedures. 


The end product is a top-quality product, one that is not only safe for baby, 
but which actually promotes skin health. It has been planned that way by the 
experts of the industry. 


Nationa Drarper Service INpustry COMMITTEE 
Suite 1738, 12 South 12th Street, Philadelphia 7, Pa. 
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new, lifesaving 
Furadantin’ 


brand of nitrofurantoin 


intravenous solution 
for severe infections 


A WIDE RANGE OF 
CLINICAL USEFULNESS... 


in systemic infections such as septicemia (bactere- 
mia), peritonitis, and other bacterial infections as of 
postoperative wounds and abscesses. Jn severe geni- 
tourinary tract infections when the patient is unable 
to take FURADANTIN per os. 


»»» AND A WIDE RANGE OF 
BACTERICIDAL EFFECTIVENESS... 


wide-spectrum activity against most common patho- 
gens e clinically effective against many antibiotic- 
or sulfonamide-resistant genera such as Aerobacter, 
Staphylococcus, Proteus, and certain strains of 
Pseudomonas. 


«.- WITH CERTAIN UNIQUE ADVANTAGES 


e negligible development of bacterial resistance 
e no reports of renal, hematopoietic, hepatic toxicity 
e no monilial superinfection e well-tolerated in 
continuous use without danger of thrombophlebitis 
Full dosage instructions and discussion of indications 
and side effects are enclosed in each package. 
FURADANTIN Intravenous Solution is available to all 
hospital pharmacies. 


NITROFURANS—a new class of antimicrobials— aul 
° 


neither antibiotics nor sulfonamides 
EATON LABORATORIES, NORWICH, NEW YORK 
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Use of Desitin Acne Cream in 153 

* acne vulgaris patients for 4 months 
produced ‘‘marked improvement” 

in 112 (73 per cent) and ‘‘moderate 
improvement” in 30 (19 per cent) as 
shown by substantial reduction of 
comedones and pustules. 1! 


s conceals lesions without medicated or mask- 
like appearance, thereby facilitating constant 
usage without embarrassment of patient. 


@ moderate keratolytic action with reduction of 
excess oiliness without local irritation. 


a combats secondary infection of comedones 
and pustule formation. 


Combines colloidal sulfur, resorcinol, zinc oxide and hexa- 
chlorophene in a flesh-tinted, quick-drying, cosmetically 
elegant and superior base. Pleasant to use, greaseless. 


Please write for SAMPLES and reprints. 


| 4 DESITIN Chemical Company 
We, | 812 Branch Ave., Providence 4, R. |. 


; 1. Bleiberg, J.: J. Med. Soc. New Jersey, Aug. 1957 
tubes of 114 oz. 2. Weissberg, G.: Clinical Medicine, Feb. 1958. 
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@U. 9. PATENT NO. 2,441,490 


... Orally administered Xylocaine Viscous provides 
prompt and prolonged surface anesthesia in the 
upper digestive tract. Its cherry-flavored, water-sol- 
uble vehicle spreads evenly and adheres intimately 
to the membranes. Nonirritating and well-tolerated 
... just swish and swallow. 


Astra Pharmaceutical Products, Inc., Worcester 6. Mass., U.S.A. 


for better doctor-patient relationship 


XYLOCAINE® 


(brand of lidocaine*) 


Vi sCcous ASTRA 
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one of the 
fundamental 

drugs in 
medicine 


‘Thorazine’ is useful in a wide variety of indications in nearly all fields of medicine. It is effective in conditions 
where mental and emotional disturbances or nausea and vomiting are present, and where the relief of pain through 


potentiation of sedatives, narcotics and anesthetics is desired. 
‘Thorazine’ is available to you in all these useful dosage forms: tablets, Spansule* sustained release capsules, 


ampuls, multiple dose vials, syrup and suppositories. 
THORAZINE* Smith Kline & French Laboratories, Philadelphia «1M. reg. us. Put. of 
chlorpromazine, S.K.F. 
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‘Childrens Size 


BAYER 


The Aspirin that Tastes So Good. Re. 


The Flavor Remains Stable down to the last tablet. 
25¢ Bottle of 48 tablets (1'4 grs. each). 


We will be pleased to send samples on request. 


THE BAYER COMPANY DIVISION of Steriing Drug inc. 1450 Broadway, New York 18 N. Y¥. 
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medically 


efficient... 
cosmetically 
acceptable 

to the patient 


ANTIBIOTIC LOTION 


For treatment of topical bacterial infections 


Comprehensive Bactericidal Action 
Water-miscible, Uncolored, Unscented 
Unlikely to Sensitize 
Dries Rapidly 


Excellent for 
hairy and intertriginous 
areas of the skin 


Another fine product from 


¢ Each ce. contains: 
‘Aerosporin™ brand 
Polymyxin B Sulfate 
10,000 Units 
Neomycin Sulfate 

5 mg. 


Plastic Squeeze 
Bottles of 20 ce. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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proven effective 
and unusually 
well tolerated 


inover 


clinical studies 


@ does not impair mental efficiency or physical 
performance @ relieves both mental and muscular 


tension @® does not affect autonomic function 


Usual dosage: One or two 400 mg. tablets t.i.d. Supplied: 400 
mg. scored tablets, 200 mg. sugar-coated tablets; bottles of 50. 


Miltown 


meprobamate (Wallace) 


WW) WALLACE LABORATORIES # New Brunswick, New Jersey 


F 


the 


Te 


if relieves apprehension, anxiety and irritability 
overcomes estrogen deficiency ; relieves vasomotor 
4 
COl if and metabolic disturbances 
relaxes skeletal muscle; 


relieves low back pain, tension headache 


@® Each tablet contains: 
Miltown (meprobamate, Wallace) 400 mg. 
dicarbamate 


Conjugated Estrogens (equine) 0.4 mg. 


MILTOWN® CONJUGATED ESTROGENS 
TRANQUILIZER WITH (EQUINE) Supplied: Bottles of 60 tablets. 
MUSCLE-RELAXANT ACTION ORALLY ACTIVE ESTROGEN Dosage: 1 tablet t.id. in 21-day courses 
with one week rest periods ; should be 
adjusted to individual requirements. 


Vy WALLACE LABORATORIES, New Brunswick, N.J. Literature and samples on request 
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“2000 tin times more soluble tan prednisolone 
hydrocortisone 


SUPPLIED: Topical. Lotion NEO-HYDELTRASOL 0.5% 


f itatt darticulate matter. (with neomycin sulfate) and Topical Lotion HYDEL- 
free of a y Ir ng TRASOL 0.5%. tn 15 ces plastic squeeze bottles. Also 
» uniformly higher effective levels of prednisolone. available as Topical Ointment NEO-HYDELTRASOL 
0.5% (with neomycin sulfate) and Topical Ointment 
» no sting, stain, unpleasant smell or stickiness. HYDELTRASOL 0.5%. Ih 5 Gm. and.15 Gmu tubes. 
HYDELTRASOL and NEO-HYDELTRASOL are trade: 

©, Spreads smoothly, evenly, invisibly. & Co. tne 
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Division of MERCK & COx, INc., Philadelphia 1, Pa. 


MERCK SHARP & DOHME, 
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(symptoms: Pain, heartburn, nausea, eructation; 


diagnosis, x-ray: Chronic duodenal ulcer).f 


(symptoms: Nausea, vomiting, epigastric soreness; 


(symptoms: Gas, pain following meals; diagnosis, 


x-ray: duodenal ulcer). 


(symptoms: Epigastric pain; diagnosis, x-ray 


Duodenal ulcer, acute and chronic).} 


in daily office practice 


These typical evaluations of Milpath by physicians 
in general practice have been chosen at random from a 


survey currently in progress. 


{Case reports from, Wallace Laboratories’ Medical Files. 


WALLACE LABORATORIES 
Fy) New Brunswick, N. J. 
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for your ulcer patients 


ilpath 


®Miltown + anticholinergic 


promotes healing 
suppresses hypermotility and hypersecretion 
alleviates anxiety and tension 
with minimal side effects 


Increasing clinical evidence confirms the efficacy of Milpath in the management 
of peptic ulcer, spastic and irritable colon, gastric hypermotility, 
esophageal spasm, intestinal colic, G. I. symptoms of anxiety states. 
FORMULA: each scored tablet contains: meprobamate 400 mg., tridihexethy] iodide 25 mg. 
DOSAGE: 1 tablet t.i.d. with meals and 2 tablets at bedtime. 


Literature and samples on request, 
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‘Ultran’ quickly allays anxiety, and patients 
with premenstrual tension often improve. 
Many other clinical conditions associated with 
anxiety, such as insomnia, neurasthenia, psy- 
chosomatic illnesses, emotional instability, 
menopause, anxiety states, pain (adjunct), 
*Ultran' (Phenaglycodol, Lilly) 


AND COMPART 


improves 86% of patients treated for premenstrual tension 


INDIANAPOLIS 


REMOVES 

COMMON 
OBSTACLE 

THERAPY 


tension headache, and senile agitated states, 
are similarly benefited. Your therapy for the 
“whole patient”” may be more effective when 
you include ‘Ultran’ in the regimen. 
Pulvules of 300 mg.; usually 1 t.i.d. 


Tablets of 200 mg.; usually 1 q.i.d. 


U.S.A. 


874094 


6, INDIANA, 
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THE JOURNAL 


OF THE 


American Medical Association 


Published Under the Auspices of the Board of Trustees 


CHICAGO, ILLINOIS 


VOL. 168, NO. 3 


Copynicur, 1958, sy A 


MERICAN MEDICAL ASSOCIATION 


PRACTICAL MANAGEM 


Robert P 


ENT OF AORTIC STENOSIS 


. Glover, M.D. 


and 


Howard L. Gadboys, M.D., Philadelphia 


VERY physician during the course of his 
E practice has been presented with the prob- 

lem of the failing myocardium resulting 

from the mechanical obstruction posed by 
rheumatic (or otherwise acquired) aortic stenosis. 
It has long been recognized that, of the stenotic 
valvular deformities, this lesion, despite years 
of experimental and clinical study, has remained 
singularly more resistant to therapeutic control 
than any other, whether the measures employed 
were medical or surgical. In the light of ex- 
perience gained during the first decade of intra- 
cardiac valvular surgery, the multiplicity of reasons 
for this state of affairs has become increasingly 
clear and should basically be recognized by the 
physician and surgeon alike. What is this experi- 
ence? 

Pathologically, there is an early fusion of the 
three valve cusps, the margins of which become 
thickened, rolled, eburnated, and infiltrated with 
calcium very early in the course of the disease. This 
is due in part to the rheumatic origin of the disease 
itself but also and perhaps more particularly to the 
location of this valve in the course of the blood 
stream. The valve lies in a confined space of small 
diameter and is the recipient of the full head of 
vascular pressure from the strongest of the con- 
tracting cardiac chambers, the left ventricle. 

The factor of vascular trauma is, therefore, of 
great importance, for, after initial fibrotic agglutina- 
tion of the cusp margins, there is a constant and 
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Aortic stenosis is a more difficult problem 
than mitral stenosis, and it should be treated 
before it progresses to the stage of impend- 
ing left ventricular failure. Five stages in its 
evolution can be recognized and are here 
described. Ideally, surgical treatment should 
be undertaken at stage 2, when the patient 
becomes subjectively aware of his forceful 
heart action, has palpitations, and is easily 
fatigued. He should not be allowed to go 
beyond stage 3, marked by spells of dizzi- 
ness, syncope, substernal discomfort, effort- 
angina, and dyspnea. These opinions are 
based on a study of 78 patients. The first 37 
were operated on with a three-bladed ex- 
pandable split-dilator inserted through the 
apex of the left ventricle. The other 41 were 
operated on by a greatly refined transven- 
tricular technique, and the improvement in 
results is strikingly shown by the lower mor- 
tality figures, the degree of symptomatic 
relief, and the better occupational adijust- 
ment of the patients. Present methods of 
selecting patients and performing the opera- 
tion result in a mortality of only 5% and 
give functional amelioration in approximate- 
ly 70% of the patients. Further improvements 
are anticipated. 


Director, the Thoracic and Cardiovascular Research Laboratory at Presbyterian Hospital; Chief of Thoracic and Cardiovascular Surgery at 
Presbyterian, Episcopal, and Fitzgerald Mercy hospitals and St. Christopher's Hospital for Children; Assistant Professor of Clinical Surgery, University 
of Pennsylvania Medical School (Dr. Glover); and Postdoctorate Research Fellow, National Heart Institute, U. S. Public Health Service, at the Pres- 
byterian Hospital, Department of Thoracic and Cardiovascular Surgery (Dr. Gadboys). 
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steady deposition of traumatic elements, such as 
fibrin and calcium, from which there can be no 
relief. Thus, calcification develops early, and as the 
leaflets are relatively small in surface area almost 
complete immobility and fixation may rapidly 
eventuate. Some flexibility of the cusps at their at- 
tachment to the aortic ring may remain for a time, 
but this is less prominent than that seen in the 
stenotic mitral valve. This factor of trauma no 
doubt partially explains the fact that the antero- 
medial leaflet of the mitral valve, also called the 
aortic or septal leaflet, is the seat of the greatest 
calcification in mitral stenosis, for it lies nearest the 
aortic ring in the high-flow pressure left ventricular 
outflow tract, and it also receives the brunt of vas- 
cular ejection at the time of left ventricular con- 
traction (fig. 1). 


Fig. 1.—Interior of left ventricle indicating major areas of 
trauma from high flow pressure generated within left ven- 
tricular outflow tract. 


Therefore, from the standpoint of pathology, 
surgical intervention in aortic stenosis, to effectively 
restore a measure of normal valve leaflet motion, 
must be carried out before extremes of the above- 
described process are reached. To wait longer 
merely compounds the likelihood of surgical failure, 
for, in consequence of the valvular change, the left 
ventricular myocardium hypertrophies in time to 
ultimately dilate and become incapable of effec- 
tive action. As the left ventricle is the keystone of 
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the heart and circulation, its failure predicates 
irremediable disaster. This, again, is in contrast to 
the findings in mitral stenosis, where, despite pro- 
found pathological and clinical changes, even to 
the point of prolonged congestive failure and in- 
validism, the left ventricle retains its indispensable 
function—actual, compensatory, and recuperative— 
almost to the end. 

Physiologically, because of the jet-like ejection 
of relatively small amounts of blood with each left 
ventricular contraction, the systolic blood pressure 
may not reach high levels although it is perhaps 
sustained and maintained longer than usual. Dias- 
tolic pressures, however, remain high so that the 
pulse pressure is small and coronary artery filling, 
now under greater stress because of the demands 
of an increased myocardial mass, may be inade- 
quate. As such, these patients are often precarious 
anesthetic risks, to say nothing of the superimposed 
danger of surgery. 

Anatomically, the valve is the least accessible to 
safe and easy exploration, for it lies centrally placed 
within the confines of the heart. The left ventricular 
myocardium is invariably hypertrophied to a con- 
siderable degree. This finding together with the 
tremendous vascular pressure generated within its 
outflow tract prevents the use of an immediately 
subaortic transmyocardial incision for the insertion 
of the finger or instrument, similar to that used 
in pulmonary valvotomy, because uncontrollable 
hemorrhage will surely follow. This necessitates a 
transmyocardial approach at some distance to the 
valve near the apex of the ventricle. The valve 
cannot be effectively reached through an auricular 
appendage. The position of the ostia of the coro- 
nary vessels lying directly behind the valve leaflets 
makes direct reconstructive surgery hazardous. An 
approach from above directly through the aortic 
wall presents the same difficulties encountered in 
the immediate subaortic transmyocardial approach 
and is time consuming. Thus, definitive technical 
access to the valve is awkward and far from ideal, 
regardless of the approach used. 

To recapitulate, therefore, as a result of these 
concomitant changes, the ultimate prognosis in a 
given case of aortic stenosis, almost invariably cal- 
cified and immobile, lies purely in the integrity of 
the left ventricular myocardium. This chamber at- 
tempts valiantly to maintain adequate systemic cir- 
culation. Myocardial work is required to impart 
velocity to a necessary volume of blood. As the 
valve area diminishes, increased propulsive pres- 
sures accompanying left ventricular hypertrophy 
are clinically manifested by forceful heart action 
and heart consciousness. Added demands for in- 
creased cardiac output are thwarted by the unyield- 
ing valve, and fatigue and palpitation develop. The 
left ventricular pressure rises in an attempt to over- 
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come the obstruction; a systolic pressure of 400 
mm. Hg represents the extreme in the experience 
of one of us (R. P. G.). 

Once a critical valve area is reached (approxi- 
mately 0.7 sq. cm., according to Gorlin '), the heart 
is unable to maintain an adequate output. Dizziness, 
syncope, dyspnea, and angina—with or without the 
specific changes of coronary arterial disease—be- 
come evident. The left ventricle under these cir- 
cumstances must ultimately fail, and when this 
occurs disaster follows in its wake. Pulmonary con- 
gestion and edema, right heart failure, and the 
ever-present threat of sudden death are the conse- 
quences of this uncompensated phase of aortic 
stenosis. Once this stage of diminished cardiac out- 
put with failure of the left ventricular myocardium 
is reached, the prognosis becomes grave, and as a 
rule patients in this predicament have but a matter 
of months to live. 


Clinical Classification of Aortic Stenosis 


The necessity for translating this inexorable chain 
of events into a reasonable, practical, clinical classi- 
fication as a basis for intelligent medical manage- 
ment and surgical intervention is obvious. The 
course through which the average patient with 
aortic stenosis will pass is readily recognizable, 
although perhaps not clearly defined in the mind 
of the physician in the light of surgical advances. 
For a number of years one of us (R. P. G.) has used 
a system of clinical staging so that when the afflicted 
patient presents himself for evaluation some estima- 
tion of the patient's status in relation to the timing 
of surgical intervention can be made.* In this way 
it is almost immediately possible, within reason, to 
recognize where the patient may be, chronological- 
ly, in the over-all course of his disease syndrome. 
To be sure, this and all other classifications are 
deficient or oversimplified in the strict academic 
sense but by and large will be found most practical 
if carefully applied. 

Stage 1 is that period during which the typical 
systolic murmur of aortic stenosis is present but 
before subjective symptoms of any kind have re- 
sulted. Stage 2 marks the onset of an ill-defined 
period in which the patient becomes subjectively 
aware of his forceful heart action, palpitations de- 
velop, and easy fatigue becomes noticeable. Ad- 
mittedly, this stage is not specifically characteristic 
of aortic stenosis per se, but when seen in the pa- 
tient whose cardiac pathology is that of aortic 
stenosis, the combination of the valvular pathology 
and symptoms takes on added significance. It is an 
indication that the myocardium is beginning to 
feel the effects of an unyielding obstruction at the 
aortic valve level. Stage 3 ushers in the obvious 
period of progressive disability due to a diminish- 
ingly effective cardiac output, evidenced cerebrally 
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by spells of dizziness and syncope or myocardially 
by substernal discomfort, tightness, and effort- 
angina indicative of an inadequate coronary flow. 
Dyspnea without decompensation may be promi- 
nent. 

With beginning left ventricular failure, stage 4 
is characterized by episodes of pulmonary conges- 
tion and edema, at first rather easily controlled by 
medical measures but shortly to become refractory 
to even the most vigorous therapy. Stage 5 connotes 
impending disaster and an early death, for, in addi- 
tion to left ventricular failure, superimposed right 
heart failure with hepatomegaly, ascites, and pe- 
ripheral edema now labels the heart picture as one 
of irretrievable failure not to be reversed for long 
by any regimen, medical or surgical. 

With such a progression of easily recognizable 
clinical findings, it becomes obvious that if surgery 
is to be of any real benefit it must be performed 
at a time when the myocardial integrity of the left 
ventricle is still intact. Ideally, therefore, the pa- 
tient in stage 2 would represent the best such 
candidate, for the mortality will be low and the 
functional result in terms of myocardial efficiency 
high. Certain it is that the patient should not be 
allowed to go beyond stage 3, for as a rule even 
at this relatively late hour the myocardium has not 
failed. Not infrequently, the patient presents him- 
self to his physician for the first time with symp- 
toms of dizziness, dyspnea, or substernal distress, 
any previous symptoms having been either mild or 
ignored. Such a patient is already far advanced 
pathophysiologically in the course of his disease 
and preparations for surgical intervention should 
be made without further prolonged observation 
and delay. 

More often than has heretofore been appreciated, 
sudden death may occur at this stage even before 
signs of cardiac decompensation have developed. 
This has been observed time and again not only in 
acquired aortic stenosis but in children under 15 
years of age suffering from the congenital form of 
aortic stenosis. Once compensation of the left ven- 
tricle has been broken, the mortality resulting from 
surgery, whatever the technique, cannot fail to 
rise and the ultimate clinical result is reduced. Im- 
proved surgical techniques in very recent years 
have resulted in considerable salvage of patients in 
stage 4 and even occasionally in 5, but resort to 
surgery at this late date is like closing the barn 
door after the horse has been stolen. These facts 
will become more obvious with careful study of 
the clinical data from our own personal experience 
to be presented below. 


Surgical Approach 


Since 1913* surgeons have sought the ideal ap- 
proach to the stenotic aortic valve. These attempts 
have included invagination of the aortic wall, retro- 
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grade split-dilatation through the right carotid 
artery, transventricular split-dilatation, direct ma- 
nipulation through an aortic incision immediately 
above the valve, total bypass of the valve, and di- 
rect vision reconstruction with use of hypothermia 
or an extracorporeal circulation. For practical pur- 
poses, however, only three methods have been 
widely exploited—transaortic, direct vision by open 
heart methods, and transventricular. The first two 
permit actual palpation or visualization of the valve. 
On the mechanical drawing board or in the mind’s 
eye, at least, the second of these methods would 
seem to be the only logical approach, for without 
question direct observation of the valve to be re- 
constructed should be better than any indirect, 
relatively blind approach. 

Were the nature of the valve tissues in acquired 
aortic stenosis more benign in their distortion, free 
from calcium, or at least retaining some semblance 
of their normal, pliable, anatomic structure there 
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missural separation under direct vision, but they 
are so few and far between in the aggregate as to 
make this approach as a routine impractical except 
possibly for the early congenital forms of the dis- 
ease. To date, therefore, to avoid the prohibitive 
mortality presently resulting from open techniques 
which, even if the patient survives, result in no 
better a functional state than can be obtained by 
far safer means, we have steadfastly and con- 
tinuously utilized the transventricular approach 
which, with present refinements, yields results (ad- 
mittedly palliative but the best obtainable under 
conditions of pathology encountered) very accept- 
able in mortality, morbidity, and ultimate clinical 
function. 

A small, two-bladed dilator, no larger in caliber 
than a lead pencil, is advanced through a 1-cm. 
incision made in an avascular area of the left ven- 
tricle near its apex up into and through the aortic 
orifice. The position of the dilator within the valve 
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Fig. 2.—Calcific aortic stenosis viewed from aorta (A) and ventricle (B). Note complete destruction and replacement of 


would be no question that direct and open methods 
should be routinely employed. Unfortunately the 
pathology is such that direct vision is of diminished 
value, since the changes in aortic stenosis—destruc- 
tion of landmarks, obliteration of commissures, re- 
placement of valve elements by calcium, almost 
complete loss of pliability by involvement of the 
aortic ring, and even adjacent myocardium—render 
the valve incapable of functional restoration and 
reconstruction in the usual sense. Such a conglom- 
eration of indurated gristle and calcium needs total 
excision, and when the valve can be successfully 
replaced in toto by a suitable prosthesis, then and 
only then will a satisfactory solution be approached 
(fig. 2). 

To be sure, an occasional valve partially stenosed 
by acquired disease may be encountered which 
will respond to mobilization and definitive com- 


pliable valve tissues by indurated fibrin deposition and calcium. 


is manually checked from the outside of the aorta. 
The dilator is opened in two or three planes and 
at one or two levels. One or two commissures 
(rarely three) despite the intensity of their deform- 
ity are routinely split open. Surprisingly enough, 
cardiac arrhythmias and hemorrhage are rarely 
encountered. The procedure is done quickly, under 
complete hemodynamic control with pressures 
taken in the left ventricle and aorta before and 
after manipulation to assure maximum reduction 
of the valvular block. Since the instrument is well 
tolerated, the dilatation can be performed with 
deliberation and repeated two or three times if 
necessary. It is obviously impossible to completely 
abolish the valvular obstruction routinely because 
of the physical presence of rigidity and calcium, 
whatever the technique, but by this method initial 
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gradients across the valve can be reduced to one- 
third their preoperative level, and many result in 
a gradient of less than 10 mm. Hg (fig. 3). 


Transventricular Approach to Aortic Stenosis 


A consecutive series of 78 cases is presented, 
representing the two phases of transventricular 
commissurotomy techniques through which we 
have passed. This series was begun in March, 1951, 
and for purposes of this presentation includes every 
patient operated on through June, 1957. Ages 
ranged from 4 to 57 years. In 24 patients, combined 
mitral and aortic commissurotomies were per- 
formed. In one instance an associated complete 
coarctation of the aorta was resected with end-to- 
end anastomosis after which aortic commissurotomy 
was accomplished. The majority of these operations 
were carried out in patients in the far-advanced 
stages (4 and 5) of their disease. Seventy of the 78 
patients had moderate to marked calcification of 
the aortic valve. Thirteen were in permanent atrial 
fibrillation. (Ten of these presented both mitral and 
aortic stenosis.) 

The first 37 patients in this series were operated 
on by the old original technique reported in 1952,* 
with use of a large three-bladed expandable split- 
dilator (Larzelere-Donaldson design) inserted 
through a widely purse-stringed area near the apex 
of the left ventricle. This method has long since 
been abandoned because of the unwieldiness of the 
instrument, the unnecessary myocardial trauma, 
and arrhythmias, and the excessive blood loss which 
it incurred. These early experiences rightly indicted 
the ventricular approach by this technique, but the 
error was in the technique, not the approach, as 
will be shown. During this period of time an addi- 
tional 100 patients with either pure stenosis or com- 
bined valvular disease were turned down for aortic 
commissurotomy because of the obvious dissatis- 
faction with the technique being used as well as 
the advanced nature of the disease encountered. A 
recent check reveals that all of these patients who 
were refused surgery have long since died from the 
disease. 

The remaining 41] patients, operated on since 
June, 1955, were operated on by a greatly refined 
transventricular technique using the method and 
dilator (Brock) briefly described above. The two 
series are as different in performance and results 
as night is from day. 


Mortality 


It is our firm conviction that until the aortic valve 
can be replaced the transventricular approach, 
properly used, is safer and is as effective a method 
for the relief of aortic stenosis as is available today. 

As yet no appreciable series of extracorporeal 
methods for the relief of acquired aortic stenosis 
have appeared in the literature, but in a few small 
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series reported the mortality rate has ranged from 
50 to 100%. This obviously represents a develop- 
mental phase which should be short-lived once ade- 
quate valvular replacement becomes possible. In 
the recent past, Bailey ° has reported an operative 
mortality of 15.1% using the aortic approach to the 
valve. On the other hand, Brock’s success with the 
transventricular route has been very impressive. 
His over-all operative mortality has been 16%, but 
in his most recent 63 reported cases, there were 
but four deaths, an extremely acceptable 6% mor- 
tality.” 


Fig. 3.—Transventricular approach to aortic stenosis 
through l-cm. avascular incision in area near apex of left 
ventricle. Instrument, no larger than lead pencil, is atrau- 
matic and well tolerated. No hemostasis in myocardium is 
needed during operative procedure. 


The deaths in this series of 78 patients are di- 
vided into two categories—operative deaths and 
late deaths. Operative deaths are those in patients 
who died in the hospital during or after surgery up 
to one month. Of the 37 patients operated on by the 
older obsolete technique, there were 17 deaths, a 
mortality of 46%, obviously intolerable. In the more 
recent group of 41 patients operated on by the pres- 
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ent technique outlined above (since June, 1955) 
there have been but two deaths, or a very accept- 
able mortality of 4.8%. 

In both groups 17 of the 19 operative fatalities 
were in patients in the late stages of their disease, 
having been in repeated cardiac failure (stages 4 
or 5), and 13 were in stage 5. Thirteen of these 
deaths were of cardiac origin (mechanism) on the 
table. The remainder occurred during postoperative 


TABLE 1.—Analysis of Fifteen Late Deaths After Aortic 
Commissurotomy 
Survival 
Stage No.of Period, 
No. Cases Mo. Cause of Death 
Old Technique 
Subdural hematoma 
Congestive heart failure 
Congestive heart failure 
Congestive heart failure 
Coronary occlusion 
Sudden collapse 
Congestive heart failure 
Pulmonary embolus 


2 1 10 
3 4 


New Technique 

Congestive heart failure 

Congestive heart failure with aortic 
insufficiency 

Suicide 

Congestive heart failure 

Congestive heart failure with aortic 
insufficiency 

Active rheumatic heart disease with 
bacteremia 

Cardiac arrest 


hospitalization from congestive heart failure (three), 


myocardial infarction (one), operative embolus 
(one), and cerebral vascular accident occurring 10 
days postoperatively (one). It is of interest and the 
source of great surprise that no emboli have oc- 
curred in any of the pure aortic stenosis cases. The 
three encountered were in the patients with com- 
bined aortic and mitral commissurotomies, one of 
whom died, the other two recovering nicely. No 
form of carotid compression or occlusion has ever 
been used. 

In the entire series 15 patients have died since 
leaving the hospital (1 to 41 months after surgery). 
Eight of these late deaths occurred in patients who 
had been subjected to the old operative technique; 
seven deaths were in the group who underwent the 
new operative technique. These data are presented 
in table 1. It should be added that one of the pa- 
tients who died at a late date after surgery did not 
die from his cardiac disease per se for he com- 
mitted suicide. This was strange because this pa- 
tient had obtained a good functional result but 
lived in fear and dread of his disease potential. 

Autopsies were obtained in 16 instances (early 
and late), and in each the aortic valve had been 
almost completely replaced by calcium. Coronary 
occlusion was demonstrated in two of the late 
deaths. The coronary arteries were patent in the 
remaining, although some evidence of atherosclero- 
sis was observed as a rule. 
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Hemodynamic Observations 


In this series of cases, cardiac and arterial cath- 
eterizations were carried out preoperatively in 47 
instances, this form of study being used only spo- 
radically before June, 1954. When possible (and 
this is being accomplished with increasing fre- 
quency), the arterial catheter placed into the arch 
of the aorta was passed retrogradely across the 
aortic valve into the left ventricle. For the accurate 
evaluation of the severity of aortic stenosis, left 
heart catheterization is essential, either by the 
retrograde aortic method or by direct puncture of 
the left atrium and/or ventricle. Only in this way 
can a true measure of valvular obstruction preop- 
eratively be obtained and the proper course of 
action verified. Aortic and brachial artery pressure 
tracings routinely showed contours suggestive of 
aortic stenosis with a typical curve indicating a 
delayed and noticed ejection phase. Cardiac out- 
puts (Fick) varied from 2.10 to 5.96 liters per min- 
ute, averaging 3.77 liters per minute for the cath- 
eterized series. 

As stated, since 1954 direct pressure studies have 
been routinely made at the time of surgery. The 
differential pressures before aortic commissurotomy 
have agreed quite accurately with the preoperative 
valvular gradients obtained. The precommissurot- 
omy systolic gradients across the aortic valve 
varied from 8 to 250 mm. Hg, averaging 78 mm. Hg. 


Fig. 4.—Average gradients across aortic valve before 
(left) and after (right) transventricular aortic commis- 
surotomy. 


(The patient having only an 8-mm. gradient was 
operated on mistakenly, for, although her studies 
and symptoms were characteristic of aortic stenosis, 
at operation she proved to be suffering from idio- 
pathic hypertrophy of the left ventricle without 
valvular component.) Immediate postcommissurot- 
omy aortic valve gradients ranged from 0 to 75 mm. 
Hg, averaging 27 (fig. 4). It is quite probable that, 
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with the passage of a little time for myocardial 
readjustment, these gradients might now be con- 
siderably less. 

A slightly greater hemodynamic change occurred 
in the patients who as yet had not gone into failure 
prior to surgery. Of 19 patients in stage 2 or 3 hav- 
ing operative pressure studies, the left ventricle- 
aortic systolic gradients averaged 83 mm. Hg 
before and 29 after commissurotomy, a reduction 
of 54 mm. Hg, obviously of marked significance. 
The average systolic gradient in 24 patients in 
stages 4 and 5 (after left ventricular failure) dropped 
from 70 to 28 mm. Hg after commissurotomy (a 
42-mm. reduction ). 

It is obvious that complete abolition of the val- 
vular gradient rarely ensues for reasons considered 
above—namely, the nature of the pathology (fig 5). 
These hemodynamic results are «a decided improve- 
ment over those which have been published (very 
few reported) by all other aortic valvular ap- 
proaches. 


Clinical Results 


The present status of those patients living has 
been ascertained either by personal examination 
or from specific reports from their referring phy- 
sicians. Twelve of the 37 patients operated on by 
the older technique are living to this day (three to 
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Fig. 5.—Pressure tracings illustrating gradient across 
aortic valve before and after aortic commissurotomy. In this 
instance left ventricular pressure is lower and aortic pressure 
higher, indicating highly satisfactory result. 


seven years), and all are distinctly improved. Their 
ability to work, walk, and indulge in mild exercise 
is better than it had been at any time during the 
years immediately preceding surgery, so that for 
them the operation was worthwhile. One patient 
has occasional dyspnea on exertion, and another 
takes nitroglycerin tablets infrequently for chest 
pain but otherwise remains improved. 
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Data on 33 of the 41 patients operated on by 
the new technique (June 1, 1955 to June 1, 1957) 
have been analyzed, there being a reasonable 
length of observation of a year or more fw analysis. 
Twenty-five of these are alive, and 22 are very 
definitely improved. They have rH definite 
symptomatic improvement, and in them surgery 
has been of benefit. To be sure, these patients 
realize that they do not have new hearts or new 


TaBLe 2.—Long-Term Results After Aortic Commissurotomy 


Survival 
Cases, No Period, No 
Old Teehnique 


Stage No Presert Status 


liproved 
Improved, 2 
Excellent, 2 
Improved 
Improved 
New Technique 

Excellent 
Excellent, 5 
Improved, 7 
Unimproved, 1 


Excellent, 3 

linproved, 5 

Unimproved, 1 
10 to 27 Improved 


valves, but they are now living with their diseased 
condition in an improved state. None of this group 
has shown signs or symptoms of aortic insufficiency. 
Nineteen of them have returned to various degrees 
of work, ranging from housework to welding. The 
incidence of syncope, dizziness, shortness of breath, 
chest pain, orthopnea, and recurrent congestive 
failure has been uniformly diminished, in most in- 
cidents abolished. Thus, 22 (67%) of the 33 pa- 
tients operated on in this newer group have been 
materially helped by surgery. The remaining 8 pa- 
tients of the new group of 41 are all living and 
improved within the first year; but not enough time 
has elapsed to include them in the larger group of 
later results. 

Three of the patients in the newer group have 
not been benefited, although they are still alive. 
One is the patient operated on under an erroneous 
diagnosis which proved at operation to be that of 
idiopathic hypertrophy of the left ventricle without 
valvular involvement. Another patient, although 
able to work intermittently, is orthopneic, has 
angina and dizziness, and is unable to climb stairs. 
The third patient, while improved from the cardiac 
standpoint, is still recuperating from an operative 
cerebral embolus (table 2). 


Comment 


It is felt that the technique with use of the trans- 
ventricular route is the best possible form of sur- 
gical palliation for aortic stenosis at the present 
time and until, by open-heart methods, the valve 
can be replaced. When one realizes the pathology 
with which the surgeon must cope and that the 
hemodynamic changes resulting from this pathology 
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are inexorable and follow a rather set pattern, it 
must be obvious that the only way to improve these 
results is by earlier selection of patients for surgery. 
Because in recent years most physicians have had 
considerably more experience with the problems 
of mitral stenosis than they have had with those 
of aortic stenosis, it would appear that much con- 
fusion exists as to what constitutes the proper in- 
dication for surgery in aortic stenosis. Patients are 
being referred for aortic stenosis surgery on the 
basis of indications of mitral stenosis. This practice 
must terminate, for the two disease conditions 
present major differences. The difference lies in the 
status of the left ventricular myocardium and the 
effects which these two valvular conditions exert 
on the integrity of this structure. The left ventricle 
is the keystone of the heart. Despite numerous and 
repeated bouts of pulmonary edema and right ven- 
tricular failure, the left ventricle in mitral stenosis 
has been spared and remains as a strong and effec- 
tive chamber. Actually, valvular obstruction at the 
mitral level has provided a measure of protection. 
It follows then that decompensation in mitral steno- 
sis is essentially right heart failure and not left. 

With the establishment of more normal mitral 
valvular mechanics by surgery, the left ventricle 
can resume its fundamental role of maintaining 
total circulation effectively. Thus, if one must wait 
in mitral stenosis for numerous bouts of congestive 
failure to occur (not recommended), these patients 
may still be salvaged to a high degree, mainly be- 
cause of the highly effective action of the left ven- 
tricular myocardium. This pattern has pervaded the 
physician’s thinking and has acted as a model for 
the reference of all valvular patients for surgery. 
The delay and wait for the signs and symptoms of 
decompensation is the greatest single factor ac- 
counting for the poorer results obtained in the sur- 
gery of aortic stenosis. 

It must be realized and repeatedly emphasized 
that from the very beginnings of aortic stenosis the 
brunt of the obstructive effect is absorbed by the 
left ventricle itself. It follows, therefore, that when 
the patient with aortic stenosis shows signs of de- 
compensation his cardiac failure means left ven- 
tricular failure. One cannot wait in aortic stenosis 
until pulmonary congestion or frank congestive 
failure has developed, for myocardial reserve will 
then be all but gone. This distinct difference be- 
tween the effect of mitral stenosis and aortic steno- 
sis must be appreciated to the fullest before patients 
suffering from the latter condition will receive 
their best possible chance for survival and improve- 
ment. One has only to appreciate the fact that 17 
of the 19 operative deaths in this series were in 
patients who had already experienced left ven- 
tricular failure to comprehend that new and real- 
istic criteria must be established if these people 
are to be given a fighting chance. Furthermore, 


J.A.M.A., Sept. 20, 1958 


once surgery has been performed, these patients 
must not be sent out into the world to fend for 
themselves, medically speaking. They need careful 
medical advice and management indefinitely for 
the future. Even in those patients who have ob- 
tained the best hemodynamic response at the time 
of surgery, one must appreciate the fact that the 
left ventricle for years has been taxed to its utter- 
most and now needs intelligent careful support for 
its remaining lifetime. 

To recapitulate then: When the nature of the 
pathology in aortic stenosis is fully appreciated, 
when the physiological and myocardial effects of 
this pathology are recognized, when the patient is 
referred for surgery prior to left ventricular failure, 
and when surgery is performed by a swift and 
simple technique, then, and only then, will pa- 
tients suffering from this most difficult of alli stenotic 
valvular lesions be given their best chance for sur- 
vival and maximal functional improvement. 


Conclusions 


Acquired aortic stenosis is more resistant to med- 
ical or surgical treatment than any of the other 
stenotic valvular lesions, by virtue of its inherent 
pathological and physiological derangement. There 
is a practical and workable classification for the 
recognition of this disease complex. For the lowest 
mortality and the best functional results, surgery 
must be performed before cardiac decompensation 
(in this instance left ventricular failure) has oc- 
curred. 

Transventricular aortic commissurotomy by pres- 
ent-day improved techniques carries a minit.al 
mortality (5%) and provides functional improve- 
ment in approximately 70% of patients properly 
selected and referred for surgery before the myo- 
cardium of the left ventricle has failed. The ulti- 
mate surgical objective is to replace the diseased 
aortic valve by a suitable prosthesis, with use of 
open, direct vision techniques. That day has not 
arrived, and until it does the patient will best be 
served by conservative, instrumental, split-dilata- 
tion methods. 


269 S. 19th St. ( Dr. Glover). 
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Obstetrics has shared fully in the advances made 
in medicine and surgery during the last 12 years. 
The marked reduction in maternal mortality during 
this period is sufficient evidence to substantiate this 
statement. Maternal death rates in the United States, 
in the city of New York, and in the county of the 
Bronx have shown a steady decline from 11.6 per 
10,000 live births in the United States, 12 in the city 
of New York, and 16.3 in Bronx County in the 
year 1946 to 5 per 10,000 live births in the United 
States, 6 in the city of New York, and 7 in Bronx 
County for the year 1956 (table 1). 

The figures for Bronx County are approximately 
25% higher than those for the United States and for 
New York City. This is due to the fact that the 
Maternal Welfare Committee of the Bronx County 
Medical Society in computing the maternal mortal- 
ity includes deaths from all causes whether they be 
direct, indirect, or nonrelated. The National Office 
of Vital Statistics of the United States and the 
Bureau of Records and Statistics, New York City 
Department of Health, are more selective.’ They 
exclude such causes of deaths as anesthesia, cardiac 
disease, transfusion reactions, homologous serum 
jaundice, lower nephron nephrosis, and nonrelated 
diseases. The important fact, however, is the down- 
ward trend in maternal mortality in all these areas. 

We feel that there are many specific factors re- 
sponsible for this improvement. We were therefore 
interested to learn what they were and how they in- 
fluenced the leading causes of maternal deaths. 
For this information the record of every woman 
dying in Bronx County between 1946 and 1957 was 
reviewed, providing she was pregnant or died with- 
in 90 days of the termination of such pregnancy, 
regardless of cause or method of termination. These 
deaths were divided into six-year study periods for 
the purpose of comparison. During this interval 
there were 254,249 live births and 303 maternal 
deaths. 

Infection 


Although infection accounted for only 10.2% of 
all maternal deaths, it showed the greatest reduction 
in maternal mortality during the past six years. The 
discovery of penicillin by Fleming about 15 years 
ago ushered in the era of antibiotics. Today, in ad- 
dition to penicillin, there are wide-range antibiotics 
which enjoy immense popularity throughout the 
United States. With the availability of these drugs, 
there has occurred a marked decline in maternal 
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Numerical data from the United States as 
a whole show a decline in the maternal death 
rate (per 10,000 live births) from 11.6 in 
1946 to 4.0 in 1956. The figures for New 
York City and Bronx County show a com- 
parable decline. A detailed study of the 
Bronx data has been made in order to 
identify the areas in which obstetrics has 
made its greatest advances and those on 
which attention should be concentrated in 
the future. Infection has shown the greatest 
reduction in maternal mortality rates, but it 
is still a leading cause of death because of 
the persistence of criminal abortion. There 
has been significant reduction in mortality 
from hemorrhage, heart disease, and anes- 
thesia. The reduction of mortality from toxe- 
mia has been gradual over a period of many 
years, but further improvement must await 
the discovery of the cause of toxemia. Oxy- 
tocin therapy has facilitated the solution of 
some difficult obstetric problems, and cesar- 
ean section has displaced a number of 
dangerous manipulations. Improvements in 
the teaching of obstetrics, the control of 
labor, and the facilities in hospitals should 
lead to still further reduction of maternal 
mortality. 


mortality. Thus, in Bronx County, deaths from in- 
fection have decreased 80% during the second study 
period 1952-1957 (table 2). Were it not for the 
large number of deaths due to infection from crimi- 
nal abortion (table 3), which often do not respond 
to the antibiotics, infection would be eliminated as 
a leading cause of maternal death. 

The antibiotics have been used with success as a 
prophylaxis in patients with prolonged labor and in 
patients with premature rupture of the membranes. 
As an adjunct to the antibiotics, blood transfusions 
have also helped to reduce the number of deaths 
from infection. We must never forget that hemor- 
rhage and infection go hand in hand; infection often 
ensues where hemorrhage has not been adequately 
treated or controlled. 

Recent progress in obstetric physiology has led 
to new concepts in treatment of uterine inertia. The 
judicious use of a diluted intravenous drip of oxy- 
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tocin (Pitocin) in patients with uterine inertia, 
after careful elimination of fetopelvic disproportion, 
has decreased the incidence of long labors, difficult 
instrument deliveries, and the number of cesarean 
sections. Thus an important source of predisposing 
causes of infection has been eliminated. 

The extended use of cesarean section of the low- 
er uterine segment and the introduction of the ex- 
traperitoneal operation have lessened the risk of 


TABLE 1.—Maternal Death Rate per 10,000 Live Births for 
United States, New York City, and Bronx County 


Year United States New York City Bronx County 
11.3 ll 4 
11.2 11 16.8 
8.3 8 11.9 
7.5 6 11.4 
61 6 9.3 
ee 53 6 8.5 
5.0 6 8.0 
4.0 6 72 


* Not available at time of study. 
+ Increase due to nonobstetric causes. 


abdominal delivery. The reinforcement of the lower 
segment operation with antibiotics has created 
some doubt in many minds as to the importance of 
the latter type of operation. Because of the rela- 
tive safety of cesarean section, the incidence has 
increased markedly. From 1943 to 1955 the propor- 
tion of deliveries by cesarean section rose by 70% 
in New York City.” D’Esopo® has shown that the 
increased incidence of cesarean section has resulted 
in less trauma to mother and baby without sacrifice 
of maternal lives. 


Anesthesia 


In the past six years, anesthesia has become one 
of the most discussed problems in obstetrics. Spinal, 
epidural, and caudal, as well as local and general, 
anesthesia have become available to the obstetrician. 


TABLE 2.—Decrease in Maternal Mortality Among the 
Leading Causes of Maternal Deaths 


Maternal Mortality per 
10,000 Live Births 


Cause of Deaths 1946-1951 1952-1957 Decrease, % 
ee 15 0.3 80 
Anesthesia ......... 1.3 0.5 65 
11 0.63 45 
Hemorrhage ........ 2.5 1.9 24 
Heart disease ....... 14 11 21 


Each has definite indications and advantages, thus 
permitting a choice of various anesthetic agents. 
The progress in obstetric analgesia is linked with 
advances in pharmacology and new techniques in 
anesthesia. 

Deaths from anesthesia in Bronx County were 
responsible for 8.2% of all maternal deaths. In the 
past six years, the maternal mortality from this 
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cause has decreased 65% per 10,000 live births (table 
2). The causes of anesthetic deaths are shown in 
figure 1. The greatest improvement was noted in 
spinal anesthesia. There were no deaths from spinal 
“shock” after 1952 (fig. 1). A lowered mortality was 
made possible by the combined efforts of the ob- 
stetrician and anesthetist. The former has devel- 
oped a greater interest in this subject because of 
the demands made on him by his patients. He has 
become familiar with the indications as well as the 
dangers of the various agents used. Together with 
the anesthetist, he frequently discusses and decides 
which type of anesthetic is best for his patient. 
Each patient is therefore given individualized treat- 
ment. Pudendal and saddle block are common 
practice today whenever a patient requiring anes- 
thesia has been admitted with a full stomach. Thus 
the dangers of general anesthesia have been les- 
sened. 

The number of qualified individuals who admin- 
ister anesthesia has increased in Bronx County 
since 1946. These trained personnel not only are 


Period 1 
1946-1951 

VJ 2 
ZZ 1952-1957 


Number of Deaths 


Spina Aspnyzie Nassive Cardiac 
Shock Collapse Arrest 


Meningitis 


Fig. 1.—Causes of deaths due to anesthetics and compari- 
son of mortality (period 1 with period 2). 


qualified in the mechanical phase of giving an an- 
esthetic agent but also are capable of recognizing 
and coping with any of the complications arising 
theretrom. Many deaths from cardiac arrest have 
been averted by an alert anesthetist and a quick- 
acting surgeon. Unfortunately, there is still a short- 
age of trained anesthetists for “all-around-the-clock” 
anesthesia. The utilization of modern equipment 
and the availability of recovery rooms staffed with 
trained personnel have also played a prominent role 
in the reduction of maternal deaths from anesthesia. 


Toxemia 


Eastman * has shown that the maternal mortality 
from toxemia in the United States from 1935 to 
1952 has decreased from 12.7 deaths per 10,000 
live births to 2.3. Toxemia, which has accounted for 
9.3% of all deaths in Bronx County, has shown a 
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43% decrease in mortality per 10,000 live births in 
the past six years (table 2). The greatest improve- 
ment was seen in eclampsia (table 3). 

We believe this decline was due to several fac- 
tors. Advances in renal physiology, biochemistry, 
and pharmacology have enabled us to change our 
concept of the toxemias and thus improve our ther- 
apy. We have gone a long way since the days when 
the Stroganoff method was the treatment of choice. 
We have come to look on the fundamental altera- 
tions in the physiology of eclamptogenic toxemia as 
arteriolar spasm and on the metabolic disturbances 
as progressive retention of sodium with resulting 
accumulation of tissue fluid. 

As recently as 10 years ago, no reliable agent was 
available to combat vasoconstriction directly and 
effectively. Within the past few years, several effect- 
ive hypotensive agents have become available and 
have been classified according to their site of ac- 
tion. Thus, we have the centrally acting agents, 
those which are autonomic blocking agents at the 
ganglionic level, those which affect the nerve end- 
ings at the neuromuscular junction, and finally the 
adrenolytic drugs which counteract the action of 
adrenal-like substances in the circulation.’ Evidence 
points to the fact that no hypotensive drug whose 
site is at or below the ganglion will be effective in 
lowering the pressure elevation of pregnancy tox- 
emias. Clinical reports throughout the United States 
seem to favor the use of a combination of these 
antihypertensive drugs, since they seem to counter- 
act each other's side-effects while still showing their 


TaBLe 3.—Causes of Infection, of Toxemia, and of 
Deaths due to Heart Disease 


Period 
Cause 1946-1951 1952-1957 
Infection 
Puerperal, septic pulmonary emboli .......... 1 0 
Toxemia 
Preeclampsia 2 2 
Vascular disease with superimposed toxemia .. 1 1 
san 7 ll 
Deaths due to heart disease 
Hypertensive cardiovascular ................... 3 0 


complementary action. These drugs have their 
greatest value in the prevention of hypertensive 
crisis and cerebrovascular accidents. 

Recently, chlorothiazide ( Diuril ) has been added 
to our armamentarium of therapeutic agents and 
promises to be effective in the treatment of toxemia. 
This drug has a direct effect on the kidney tubules, 
blocking the reabsorption of water and of electro- 
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lytes. It thus has a potent diuretic action. Wilkins ° 
also believes that it has a unique hypotensive ac- 
tion. Control measures for correction of metabolic 
disturbances have included restriction of sodium 
intake, ammonium chloride, cation exchange resins 
of the hydrogen cycle type, and carbonic anhydrase 
inhibitors. Finally, more intelligent prenatal care, 
better nutrition, correction of anemia, and the lib- 


Period 2 
1946-1951 
7 
Period 2 
Z 1952-1957 
<A 
64 
& $4 
44 
= 
34 
Ruptured Eetopie Atony Abruptio Placente Coaevlation 
Uterus Pregnancy Plecentee Preevie Defects 


Fig. 2.—Causes of deaths from hemorrhage and compari- 
son of mortality (period 1 with period 2). 


eral use of magnesium sulfate for impending con- 
vulsive states have been effective in reducing tox- 
emic mortality. 


Hemorrhage 


The most frequent cause of maternal death was 
hemorrhage, which comprised about 19% of all 
deaths. During the period between 1952 and 1957, 
deaths from this cause decreased 24% per 10,000 
live births in Bronx County (table 2). This de- 
cline was primarily due to the more liberal use of 
available blood. 

The basic treatment of hemorrhage regardless of 
cause is the administration of blood. With the estab- 
lishment of blood banks throughout the United 
States, blood transfusions have become the most 
common form of hemotherapy. The routine deter- 
mination of the blood group, Rh factor, blood cell 
count, and hemoglobin level during the prenatal 
period has eliminated undue delay in the adminis- 
tration of blood when urgently needed. 

Uterine atony, always a common cause of hemor- 
rhagic death, declined more than 50% (fig. 2). 
Besides adequate blood replacement, the use of 
oxytocin given intravenously by drip method has 
often counteracted the uterine atony and thus 
helped to control blood loss. 

Deaths from abruptio placentae have also de- 
creased approximately 50%. This improvement was 
partly due to better understanding of the underly- 
ing pathology and the decrease in incidence of 
toxemia with which this is frequently associated. 
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Once again, the availability of an ample supply of 
blood has enabled the obstetrician to treat this con- 
dition conservatively. This type of treatment has 
yielded good results. However, where hemorrhage 
and shock are severe and the cervix is still canalized 
and unaffected, cesarean section after blood trans- 
fusion seems to be the more conservative and safe 
procedure. 

Since placenta previa failed to show a decrease 
in maternal mortality, we must consider this a major 
obstetric problem. In our opinion, our death rate 
did not decline for three main reasons: (1) failure 
to perform cesarean section for the more dangerous 
type of placenta previa, (2) failure to use blood as 
a prophylactic against the effects of possible dan- 
gerous blood loss and also as a replacement for any 
great loss, and (3) failure to examine the patient in 
the operating room in preparing for immediate sur- 
gery. 

Traumatic rupture of the uterus, the leading 
cause of death from hemorrhage during 1946-1951, 
was not encountered during the second study pe- 
riod (fig. 2). This achievement was made possible 
by the realization that high forceps and version and 
extraction were not without danger. They have 
yielded wisely to cesarean section. 

Analysis of our deaths from ectopic hemorrhage 
shows an increase rather than a decrease in the 
past six years. Since 80% of these deaths occurred 
either at home or on the way to the hospital, or 
shortly after arrival, the fault must be either with 
the patient for not seeking earlier care or with the 
physician who failed to recognize this condition. 
We have reason to believe that the increase in mor- 
tality in our series was largely due to the occurrence 
of ectopic pregnancy in the indigent and patients 
in the low-income group who failed to seek early 
medical care. 

Blood coagulation defects which were unrecog- 
nized before 1950 became evident during 1954-1955 
(fig. 2). Acute afibrinogenemia has been reported 
most frequently in instances of amniotic fluid em- 
bolus, long-standing intrauterine death, and abrup- 
tio placentae. The condition is now believed to be 
attributed to two possible causes: (1) the entrance 
of placental, pulmonary, or other thromboplastic 
substances in the circulation, thereby producing a 
diffuse precipitation of most of the plasma fibrino- 
gen, leaving the blood thereafter incoagulable ’ and 

(2) the presence of fibrinolytic agents in the blood 
stream which prevent the formation of an adequate 
clot.* Unfortunately, under these circumstances, 
blood replacement alone may not be sufficient to 
combat hemorrhage effectively. The use of fibrino- 
gen therefore becomes essential. In our study, one 
of the deaths was due to a delay in obtaining this 
substance. At present, fibrinogen is stored in the 
blood banks of most hospitals and such deaths are 
considered preventable. In line with obstetric prog- 
ress, the “clot observation test” has become a rou- 
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tine procedure in all pregnant patients admitted to 
the hospital in whom the above-mentioned condi- 
tions are suspected. Also, determination of fibrino- 
gen blood levels by the Schneider ° method or other 
methods is important, not only to confirm fibrinogen 
deficiency but as a guide to therapy. As a result, 
we have had no deaths from this cause since 1955. 

In conclusion, blood banks, transfusions, fibrino- 
gen, intravenously given oxytocin, and intelligent 
use of cesarean section are some of the specific 
factors causing a decline in maternal mortality from 
hemorrhage. 

Heart Disease 


Jensen *° states that in the United States about 
1,000 maternal deaths from heart disease occur each 
year. It comprised about 10.6% of all our deaths. 
During the period 1952-1957 the mortality rate from 
this cause decreased about 21% per 10,000 live 
births over the previous six years (table 2). The 
causes of death from heart disease and their fre- 
quency of occurrence are shown in table 3. 

Until recently, maternal salvage depended on the 
following therapy: early recognition of the compli- 
cation; proper evaluation of the cardiac status; 
limitation of cardiac output by restriction of ex- 
cessive physical activity, adequate bed rest (pre- 
natal as well as postnatal ), and restriction of sodium 
intake and excessive weight gain; administration of 
antibiotics and chemotherapy for intercurrent in- 
fection; correction of antepartum anemia; and early 
recognition and prompt treatment of cardiac failure 
with digitalis and diuretics. Of utmost importance is 
hospitalization as soon as failure is discovered. 
These patients must not be permitted to leave the 
hospital until after a somewhat longer postpartum 
period. During labor, sedation is indicated and de- 
livery performed as soon as full dilatation is com- 
pleted in order to eliminate the second stage. A 
local anesthetic is the anesthetic of choice. Thera- 
peutic abortion is rapidly disappearing from the 
list of our therapeutic procedures. 

The most dramatic results in the treatment of 
heart disease in recent years have been achieved by 
surgery.'' Cardiac surgery has become practical 
due to newer diagnostic methods such as angio- 
cardiography and cardiac catheterization. Advances 
in anesthesia together with the development of the 
cardioscope have increased the safety of such 
surgery. 

Mitral stenosis complicating pregnancy has 
always had a grave prognosis. Through surgical 
means a select group of pregnant women with this 
malady can now be spared therapeutic abortion or 
complete bed rest throughout pregnancy. It is be- 
lieved that the ideal time for surgery is before the 
patient becomes pregnant. However, Logan and 
Turner ** as well as Cooley and Chapman ** have 
reported successful results in patients who had sur- 
gery performed during the fourth month of gesta- 
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tion as an alternative to termination of pregnancy. 
Only with the passing of time and the accumulation 
of a large series of patients having had a thorough 
follow-up will we know the answer to the many 
questions now being asked about mitral com- 
missurotomy in pregnancy. 


General Considerations 


The declining factors in maternal mortality men- 
tioned thus far have been of a rather specific nature. 
There are, in addition, certain general factors that 
have played an important role in lowering our 
mortality: education, modern hospital facilities, and 
better obstetric control. 

Education has served both the physician and the 
patient to great advantage. The better “brand” of 
obstetrics practiced today is an outgrowth of our 
modern educational system. Our residency program 
and the American Board of Obstetrics and Gyne- 
cology have laid the foundation for obstetrics as it 
is practiced today. Superimposed on this we have 
postgraduate instruction through maternal mortality 
conferences and scientific sessions sponsored by na- 
tional organizations such as the American College of 
Obstetrics and Gynecology and the American Com- 
mittee on Maternal Welfare. The various obstetric 
societies throughout the United States have also 
been a source of knowledge to the obstetrician. The 
sectional meetings of the American Medical Asso- 
ciation and those of the various state medical socie- 
ties have served the general practitioner as well as 
the specialist. 

Through the newspapers and magazines, radio 
and television, the Red Cross, and maternity center 
classes, the lay public has become aware of the 
importance of seeking early prenatal care as well as 
good medical care. Many patients have thus be- 
come obstetric-minded and have sought competent 
care. Modern hospital facilities, better equipment, 
recovery rooms, and blood banks have enabled the 
patient to receive a higher standard of maternal 
care. 

More rigid hospital rules and regulations pertain- 
ing to obstetric practice have been another safety 
device for the patient. Regulations pertaining to 
mandatory consultation for patients in labor 24 
hours or more and for all first cesarean sections 
have increased the protection of the pregnant wom- 
an. The limiting of the performance of certain ob- 
stetric procedures and of the treatment of obstetric 
complications to qualified personnel only has re- 
sulted in superior practice of obstetrics. 


Comment 


Table 2 reveals that infection has shown the 
greatest reduction in maternal mortality rates. This 
is not surprising in view of the effectiveness of our 
current antibiotics. Criminal abortion is the only 
reason for infection still being considered as a lead- 
ing cause of death. 
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Progress in obstetrics has not been without cost. 
Anaphylactic shock, severe dermatitis, and bacterial 
strains have resulted from injudicious use of peni- 
cillin. Likewise, the misuse and abuse of blood 
transfusions have caused many fatalities. Four such 
deaths were noted in our series. A rapid increase 
in blood volume is known to precipitate cardiac 
failure and pulmonary edema among patients with 
cardiac disease. Such an accident occurred in one 
of our patients with heart disease who received a 
transfusion rapidly. Blood was also given to a pa- 
tient who developed “shock” after delivery without 
evidence of bleeding. Autopsy showed that death 
was due to a pulmonary embolus and not to hemor- 
rhage. Deaths also followed errors in typing and 
cross-matching and the administration of the 
“wrong” bottle of blood. If we are to share in the 
benefits of transfusions and avoid its complications, 
we must have a greater respect for the indications 
and the preparations involved in the administration 
of blood. We feel that blood transfusions should 
be given by one trained in the laboratory proced- 
ures and clinical aspects of blood and its diseases. 
The obstetrician and anesthetist cannot and should 
not divert their attention from the patient for this 
purpose. 

The reduction in maternal mortality from hemor- 
rhage, toxemia, and heart disease has been gradual 
over a period of many years. The obstetrician has 
repeatedly emphasized their dangers and pitfalls. 
The improvement in anesthesia, however, has been 
more recent and more rapid. In 1953, we '* reported 
an increase in number of deaths from anesthesia in 
Bronx County from 2% between 1940 and 1945 to 
9% of the total mortality in the following six-year 
period. Since then there has been a decrease in 
mortality of 65% per 10,000 live births. Anesthesia, 
being the most recent leading cause of death, was 
somewhat neglected in the past. Even at the time 
of writing, the National Office of Vital Statistics 
of the United States and the Bureau of Records 
and Statistics, Department of Health, City of New 
York, do not list anesthesia among the causes of 
maternal deaths. As anesthesia came into its own 
as a specialty, numerous publications soon appeared 
in the literature and the importance of this subject 
came to the foreground. Simultaneously, studies 
by the various maternal mortality committees have 
also emphasized the complications of anesthesia 
that may occur in the pregnant patient. Thus the 
obstetrician has been alerted to its dangers. The 
combined efforts of both the obstetrician and the 
anesthetist have helped to reduce the number of 
deaths from this cause. 

As for heart disease in pregnancy, since surgery 
concerns itself with a very small select group of 
patients only, the salvage of most pregnant patients 
with cardiac disease depends on nonsurgical meas- 
ures. As Burwell '* so wisely states, “The manage- 
ment of heart disease in pregnant women is seldom 
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a problem of the use of digitalis or diuretics. It is a 
matter of the prevention and control of congestive 
phenomena by understanding and controlling the 
total burden of the heart.” 

Toxemia has shown a decrease in mortality even 
before the introduction of the antihypertensive 
drugs. This no doubt has been due to improved 
prenatal care and better understanding of the value 
of such care by the patient. The hypotensive drugs 
are not a panacea for all toxemias. Their greatest 
value at present is in preventing hypertensive crisis 
and cerebral accidents. Their use should therefore 
be limited to the severe type of toxemia rather than 
the mild or incipient variety. 

Further improvement in mortality must await 
the discovery of the cause of toxemia. Until such 
time our only hope is a rational therapeutic ap- 
proach based on the correction of disturbed physi- 
ology and metabolism, the control of convulsions, 
and the proper timing of termination of the preg- 
nancy. 

Summary 


The past 12 years have been characterized by a 
period of phenomenal growth and accomplishments 
unmatched in the history of obstetrics. Blood banks 
have been a source of potential life to the patient 
and have given courage to the obstetrician. The 
antibiotics have become a formidable opponent of 
infection. Oxytocin ( Pitocin) therapy has facilitated 
the problem of ruptured membranes, uterine iner- 
tia, induction of labor, and postpartum atony. The 
hypotensive drugs and newer diuretics have helped 
to control toxemia, and the anticoagulants have 
been the leading contender for the nonsurgical 
treatment of thromboembolic disease. Newer de- 
velopments in anesthesia have given support to the 
surgeon in his search for improved technique. Ce- 
sarean section has displaced high forceps, version 
and extraction, and even “tough midforceps.” Fin- 
ally, education, better obstetric control, and im- 
proved hospital facilities have contributed liber- 
ally toward the marked reduction in our maternal 
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mortality. Although many problems still remain un- 
solved, we look with great optimism toward the 
decade that now lies ahead for their solution. 


1882 Grand Concourse (57) (Dr. Klein). 
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. is very common and appears to be increasing in 
incidence. In spite of much investigation, its cause is still unknown. The 
evidence for the view that it is a venereal disease is strong, but by no means con- 


ONSPECIFIC URETHRITIS.—The disease, or group of diseases, known as 
non-specific urethritis 


clusive. Final proof will depend upon discovery of the causative agent. Clinical and 
epidemiological histories obtained from 200 cases of non-specific urethritis were 
compared with similar data from an equal number of cases of gonorrhea. It was 
confirmed that in many ways the two diseases behave very differently. In particular 
the relationship between extramarital sexual exposure and onset of the disease was 
less definite among patients with non-specific urethritis. There was no evidence that 
the use of alcohol, locally applied chemicals, or contraceptives, or the previous 
administration of antibiotics played any part in the aetiology of the disease.—J. T. 
Boyd, G. W. Csonka, and J. K. Oates, Epidemiology of Non-specific Urethritis, 


British Journal of Venereal Diseases, March, 1958. 
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CYTOLOGICAL SCREENING FOR UTERINE CANCER THROUGH 
PHYSICIANS’ OFFICES 


REPORT OF 65,163 WOMEN EXAMINED OVER A PERIOD OF TEN YEARS (1947-1956) 


Paul Calabresi, M.D., Norma V. Arvold, B.S. 


William D. Stovall, M.D., Madison, Wis. 


The value of the cytological technique in the 
early detection of uterine cancer needs no con- 
firmation.' However, as often happens when a 
more sensitive test of disease is uncovered, new 
challenges confront the medical profession. 

The increased opportunity to discover in situ 
carcinoma of the cervix in asymptomatic women 
of the reproductive age group has brought urgent 
need for better characterization of the relationship 
of this lesion to invasive cancer. Another problem 
to be solved is how to extend the necessary facili- 
ties to make this procedure readily available to all 
adult women, particularly those residing in areas 
removed from the larger medical centers. 

It is the purpose of this paper to report the find- 
ings for 65,163 women whose vaginal smears were 
examined at the Wisconsin State Laboratory of 
Hygiene over a period of 10 years (1947-1956), 
with special emphasis on the above-mentioned 


problems. It is also hoped that this study will serve 
as a base line for comparison with subsequent work 
of this nature in this geographical area. 


Materials and Methods 


Upon request, the State Laboratory of Hygiene 
provides for any physician, clinic, or hospital in 
Wisconsin complete kits with the necessary equip- 
ment to collect vaginal smears and return them by 
mail (fig. 1). Each kit is comprised of two tele- 
scoping cardboard mailing containers, a data sheet, 
a labeled screw-top jar containing 95% ethanol, two 
glass microscope slides, a 6-in. curved-tip glass 
pipet, and a suction bulb. Detailed instructions are 
included for the collection of a sample from the 
vaginal pool and one from the cervical os. Return 
postage is provided by the individual physician. 

Smears were stained by the method of Papani- 
colaou * and examined by the cytology staff trained 
in this laboratory. All non-negative cases have been 
reviewed by at least two of us. Reports were sent 
directly to the referring physician. An “atypical” 
reading was accompanied by a request for repeat 
smears; “suspicious” or “positive” interpretations 
indicated that biopsy was required for definitive 
diagnosis. Tissue diagnoses were obtained from the 
pathologist to whom the biopsies were submitted 


From the State Laboratory of Hygiene and the Department of Medi- 
cine, University of Wisconsin Medical School, Madison, and the Field 
Investigations and Demonstrations Branch of the National Cancer Insti- 
tute, Bethesda, Md. 


If the cytological screening test is to be 
used for the detection of cancer in ap- 
parently normal persons, a thorough under- 
standing of the significance of the in situ 
lesion is imperative. The experiences with 
large unselected populations and with re- 
screenings in women having a previous nega- 
tive smear indicate a preponderance of 
carcinoma in situ. Reporting as an atypical 
finding the presence of normal glandular 
cells in smears of postmenopausal women 
may be of assistance in the detecting of 
adenocarcinoma of the endometrium. False- 
positive reports, if measured by negative 
biopsy diagnosis, were at most 9.3%. By 
use of a complete kit sent directly to the 
physician it is also feasible to reach a large 
rural population solely on a “mail-order” 
basis. A notable advantage of this system 
is the lack of infringement on the “‘doctor- 
patient’ relationship. 


and, whenever possible, also examined by one of 
us. Many tissue specimens were sent directly to 
our histopathology laboratory. 

The total number of women in the state (exclusive 
of Milwaukee County), 20 years of age or older, 
varied from 785,000 to 832,000 for the period 
studied (table 1). Since the purpose of this service 
has been to reach rural areas devoid of local facili- 
ties, the acceptance of specimens from Milwaukee 
County and other areas where private cytology 
laboratories are operating has been discouraged. 
The investigative uterine cervical cancer study re- 
ported here includes patient information and cyto- 
logical findings of the cytology program which 
originated several years earlier as a public service 
by the State Laboratory of Hygiene. 

Findings 

General Observations.—A progressive increase in 
total number of new women examined was ob- 
served, particularly in recent years (table 1). While 
this is further documentation of the increasing rec- 
ognition of the value of this test, it also signifies 
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that it is feasible to reach a large rural population 
solely on a “mail-order” basis. A notable advantage 
of this system is the lack of infringement on the 
“doctor-patient” relationship. 


TABLE 1.—Population Study, by Year, of Women in 
Wisconsin® Aged 20 Years or Older 


Confirmed 
Malignancies 


Women Average Age 
Women, Examined, of 100 Randomly Cases, 1,000 


Year No. No. Selected Women No. Women 

785 000 21 1 47.6 

ees 794,000 521 43.73 16 30.7 

| 800,000 1,851 44.55 58 31.3 

807,000 2,556 44.36 44 17.2 

es 811,000 3,198 44.56 52 16.3 
ae 815,000 4,673 43.18 7 15.2 
eee 820,000 7,310 44.41 89 12.2 
ae 824,000 9,302 43.98 122 13.1 
828,000 14,720 43.23 143 9.7 
832,000 21,011 44.44 209 99 
811,600 65,163 44.05 805 12.4 


* Exclusive of Milwaukee County. 


Figure 2 indicates diagrammatically the outcome 
of all the cases studied. It will be noted that the 
false-positive reports, if measured by negative 
biopsy diagnosis, were at most 9.3%. It is well rec- 
ognized that single or even multiple punch biopsies 


TABLE 2.—Histological Classification of Neoplasms 
Encountered 
Not 
Detected by 
Vaginal Smear 
Detected by (Known False- 
Vaginal Smear Negatives) 
Type and Location No. No. %o No. % 
Epidermoid (squamous cell) 
earcinoma 


Cervix (im situ)........csccccees 206 195 94.7 11 5.3 
335 323 96.4 2 3.6 
Vagina (invasive) 5 4 1 

Adenocarcinoma 


Adenoacanthoma 
Coexistent tumors 
Adenocarcinoma, cervix and 


epidermoid carcinoma 


Adenocarcinoma, corpus and 
epidermoid carcinoma 


2 2 eee oes 
Anaplastie earcinoma 

1 1 eee 
Leiomyosarcoma 2 1 1 
Mixed mesodermal tumors ...... 2 2 
Extrapelvie carcinoma, 

without observed pelvic 

2 2 
Clinical diagnosis ................ 18 18 


may often not reveal samples of a microscopic 
lesion and hence fail to confirm a positive cytology 
report. 

An estimate of the true number of false-negative 
reports cannot be made from these figures. How- 
ever, a review of the histological classification of 
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the neoplasms encountered reveals that propor- 
tionately a larger percentage of adenocarcinomas 
of the corpus were missed (table 2). The elusive- 
ness of this tumor to cytological detection has fre- 
quently been reported.* It is of interest in this re- 
gard that approximately 25% of the histologically 
confirmed malignancies on both first and second 
screenings were adenocarcinomas of the endome- 
trium. This is a higher number than has been re- 
ported by other centers.‘ Although selection may be 
partly responsible for this difference, particularly 
in the first screening, another reason worthy of con- 
sideration may be the interpretation given to nor- 
mal glandular cells in smears of postmenopausal 
women. In this laboratory such a finding is reported 
as follows: “glandular cells normal in appearance 
but abnormal in presence are observed,” and we 


Fig. 1.—Equipment for collection of vaginal and cervical 
cytology smears. Double mailing tube, not shown here, is 
also included with each kit. 


recommend close follow-up with smears or curet- 
tage as indicated. This practice is in keeping with 
Papanicolaou’s views* and has been responsible 
for correct diagnosis in many of our cases. 

Figure 3 emphasizes the value of vaginal cytology 
in discovering carcinoma in situ of the cervix. 
Three-quarters of the confirmed cases of this lesion 
were not clinically detectable. The opposite rela- 
tionship was evident for invasive cancer. 

Histopathology Data.—It is customary in this as 
well as in other laboratories to confirm by tissue 
diagnosis all suspicious and positive cytological re- 
ports. This is good clinical practice and has been of 
value also in evaluating the reliability of the smear 
technique. Moreover, the number of biopsies per- 
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formed represents an important index of interest and Nieburgs’* figure of 4.2 per 1,000 in 16,604 white 


cooperation of the participating physicians. It is sig- women. Furthermore, a breakdown of our figures 
nificant that, of 814 biopsies requested, in nearly for in situ and invasive carcinoma (table 3) reveals 
90% (726 cases) a tissue diagnosis was obtained. a greater proportion of the latter. This is contrary 
Reports on 2,448 unrequested biopsies were also to the experience of the other investigators who 


received. In all, approximately 5% of the women 
studied are known to have had tissue examination. 
The histological classification of all the neoplasms 


TaBLe 3.—Comparison of Cervical Cancer Rates in First 
Two Screenings of Three Population Studies 


reported appears in table 2. Abnormal or malig- ee ee 
nant cells were encountered in smears from a va- iia meee eee 
riety of genital neoplasms. In addition, malignant Study Sereening No. No. 1,00 No. 1,000 
cells from two cases of intraperitoneal carcinoma 
without pelvic metastases presumably found their 
way into the fallopian tubes and were observed on County, Tenn. Second 32.798 72 22 9 038 
the slides. (Erickson et al.*) 

Prevalence Rates.—A progressive fall in yearly Present study First 65,163 2063.2 
prevalence rates for all malignancies combined was 
observed (table 1). For the following reasons it studied unselected populations. It seems likely, 
appears reasonable to conclude that the observed therefore, that a certain amount of selection was 
decrease is an indication that more physicians in exercised by the physicians taking the smears. As 
this state are using the test on asymptomatic noted above, this was more evident in the earlier 
women rather than on those with suspected lesions years covered by this study. The reported rates for 
as in the earlier years. The total number of smears carcinoma in situ, however, are of the same order 
received has increased. The population involved is of magnitude in Memphis,** Floyd County,” and 
largely devoid of Negroes or Jews and, being pre- Wisconsin. Because this is usually a microscopic, 
dominantly rural, has tended to remain relatively asymptomatic lesion, the effect of selection is small, 
stable. The average age of 100 randomly selected and probably these figures represent reasonably 
women per year has remained constant (table 1). accurate estimates of its prevalence in the popula- 
First screenings only are included in these figures. tions studied. 

Finally, personal communication with many of the Second Screenings.—A total of 9,111 women were 
physicians and the case histories accompanying rescreened after a period of not less than 10 months 


the smears have confirmed this impression. from the original negative examination. Smears 


REPORT neGaTIVE suspicious 


a 


cYToLogic 23000 319 208 


FINAL 


2 
DIAGNOSIS 


NEGATIVE INCOMPLETE POSITIVE 


Fig. 2.—Present status of women studied. Cytological interpretation in all instances is on basis of first smear obtained. 


For epidermoid (squamous cell) carcinoma of leading to a positive tissue diagnosis were reported 


the cervix only, our prevalence rate of 8.3 per 1,000 in 23 cases. Ten of these were carcinoma in situ and 
is higher than that reported by the investigators “* four were invasive epidermoid carcinomas of the 
at Memphis in a population which included a large cervix. The remaining nine cases were made up of 
segment of Negroes. In a noncolored population six adenocarcinomas of the endometrium, two ade- 


this rate appears high as compared, for instance, to noacanthomas, and one ovarian carcinoma. 
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It is recognized that these figures are probably 
too small to be statistically significant and that a 
determination of more accurate incidence rates 
must await adjustments for age and interval be- 
tween screenings. Furthermore, the rates resulting 
from the second screening will usually include a 
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INVASIVE 

Fig. 3.—Value of vaginal cytology in revealing clinically 
undetectable squamous neoplasms of cervix. Only cases with 
adequate history are included. 


certain number of errors occurring in the first 
screening. It is expected that by the third 
screening this error will be so diminished that 
virtually true incidence rates may be obtained. 

With these limitations in mind, we com- 
pared the findings on our first two screenings 
(table 3) with those of two other large stud- 
ies.° In all three groups a notable reduction 
occurred in the number of invasive cancers 
discovered on second screenings. Besides the 
above-mentioned possibility of a biological 
false-negative result on the first examination, 
it is conceivable that the few cases encounter- 
ed on the second screening may represent 
neoplasms which rapidly became invasive 
without a significant in situ stage. The de- 
crease in rates for carcinoma in situ, on the 
other hand, was relatively smaller, strongly 
suggesting a greater neogenesis of this lesion. 

Relationship of Carcinoma in Situ to In- 
vasive Cancer of the Cervix.—Concomitant 
with the rise in number of unselected smears 
received, there has been a relative increase in num- 
ber of intraepithelial carcinomas encountered as 
compared to invasive cancers (fig. 4). The experi- 
ences with large unselected populations and with 
rescreenings in women having a previous negative 
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smear indicate a similar preponderance of carci- 
noma in situ. It is evident that, if this test is to be 
employed for the detection of cancer in apparently 
normal individuals, a thorough understanding of 
the significance of the in situ lesion is impera- 
tive. 

In the study of the pathogenesis of cervical car- 
cinoma in humans, the following two general ap- 
proaches are being used: (1) the prospective’ or 
retrospective * study of the lesion in the individual 
patient and (2) the study of the life history of the 
disease in a population by means of prevalence and 
incidence rates. A critical analysis of these ap- 
proaches as well as a method for providing the nec- 
essary population data have been reported by 
Dunn.® The answers to this problem are not yet 
available. However, while still controversial, a 
strong case can be made for the acceptance of 
intraepithelial carcinoma as a stage in the develop- 
ment of invasive cancer of the cervix.’° 

The respective age distributions of rates observed 
for patients with these lesions, in this study (fig. 5) 
and as reported by other investigators,’ are very 
suggestive of this relationship. The preliminary 
analysis reported on the data obtained for the sec- 
ond screening of populations with negative first 
smears reveals that a much greater proportion of 
the newly developed cervical neoplasms are car- 
cinomas in situ. This is what would be expected 
if this stage were the preceding step to invasive 
cancer. Additional studies will be required to de- 
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Fig. 4.—Relative increase in number of intraepithelial carcinomas 
with respect to invasive cancers. This rise reflects wider use of 
cytology method as screening test in asymptomatic women. 


termine in what proportion of persons this occurs, 
the duration of this lesion, and its possible reversi- 
bility. A study of this kind has been recently organ- 
ized in this area in cooperation with the Field 
Investigations and Demonstrations Branch of the 
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National Cancer Institute. The results of this inves- 
tigation, when combined with those of other par- 
ticipating centers, should provide the necessary 
data required to answer some of the questions 
regarding the etiology and pathogenesis of uterine 
carcinoma. 

Summary 


The salient cytohistological findings have been 
studied in 65,163 women who had vaginal smears 
taken by their local physicians over the last 10 
years in the course of an office visit. A combined 
public service and population study has been suc- 
cessfully conducted on a large scale, in predomi- 
nantly rural areas, completely on a “mail-order” 
basis. Excellent biopsy and clinical follow-up was 
obtained, and 9,111 patients returned for repeat 
screenings. 
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AGE GROUPS 
Fig. 5.—Distribution of three types of uterine neoplasms 
illustrating age relationship of squamous cervical lesions and 
postmenopausal character of adenocarcinoma of fundus. 
Adjustment for number of women actually examined in each 
age group was made on basis of 3,000 randomly selected 
cases. 


The presence of a significant degree of selection 
in the smears obtained was indicated by particu- 
larly high prevalence rates for invasive cervical 
cancer. More recently the trend has been to screen 
greater numbers of asymptomatic women, with a 
concomitant decrease in percentage of total malig- 
nancies detected and a relative increase in number 
of intraepithelial carcinomas discovered. 

Reporting as an atypical finding the presence of 
normal glandular cells in smears of postmenopausal 
women may be of assistance in improving the de- 
tection of adenocarcinoma of the endometrium. 
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The relationship of in situ to invasive carcinoma 
is an important problem. In the light of the 
available information, our data are consistent with 
the concept that the intraepithelial lesion is an early 
stage in the development of invasive epidermoid 
(squamous cell) carcinoma of the cervix. 


1300 University Ave. (6) (Dr. Stovai!). 


Miss Anne Baranovsky, of the Field Investigations and 
Demonstrations Branch of the National Cancer Institute, 
aided in making the statistical analysis in this study. 
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In 1943 Papanicolaou and Traut * published their 
monograph on the diagnosis of cervical carcinoma 
by the study of exfoliated cells in vaginal secre- 
tions. The applicabilitv and reliability of this tech- 
nique in the diagnosis of carcinoma of the cervix, 
particularly in the early stages, has been confirmed 
by many authors.’ Knowing that this method could 
be used for detection and diagnosis, many workers 
have wished to use it as a routine screening test for 
cancer. Some enthusiasts have advocated that it be 
used on all women at intervals of every six months. 
More recently an interval of one year has been pro- 
posed. The technical problems that would arise, if 
these recommendations were universally applied to 
the vast number of women in the United States, 
would be overwhelming. Even if cytological studies 
are made only once every 12 months, shortages of 
personnel alone make the plan impractical. 

Most of the reported studies have been statistical 
reviews to determine the value of cytology for the 
diagnosis of cervical carcinoma. In a few instances, 
the fate of the patient with an initial negative smear 
has been studied. Weese * makes the statement that 
206 patients in his series had two or more cytologi- 
cal examinations over a_three-and-one-half-year 
period. During the period of study no patient ini- 
tially reported as normal subsequently developed 
carcinoma of the cervix. Nieburgs and co-workers * 
re-examined 4,182 women who had negative Papa- 
nicolaou smears initially; 3.5 per 1,000 were subse- 
quently found to have “carcinoma in situ” after an 
average observation period of 25 months. We have 
recently analyzed our own cases to determine the 
clinical course of patients whose initial smears were 
negative. 

Our observations and evaluations are based on 
15,389 consecutive cases seen during a three-year 
period. Our discussion is limited to cases of primary 
carcinoma of the cervix. Approximately 65% of our 
cytological examinations are repeat studies. This 
includes repeat studies after initial abnormal 
smears, as well as repeats with an initial negative 
cytology. 

The cytological service at Milwaukee Hospital 
was begun on a trial basis in 1949. Some patients 
have been followed yearly for five or more years. 
This study, however, covers only our experience 
during the years 1954, 1955, and 1956, selected pri- 
marily because records are most complete during 
that period. These cases represent the private pa- 
tients of the staff of Milwaukee Hospital (a non- 
profit, private, 300-bed general hospital with a 
closed medical staff). The patients come from the 


From the Milwaukee Hospital. 


OPTIMUM SPACING OF REPEAT FOLLOW-UP PAPANICOLAOU SMEARS 
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The results of 15,389 cytological exam- 
inations for carcinoma of the cervix uteri 
have been analyzed for the purpose of 
deciding how frequently such tests should 
be repeated. Approximately 65% of the 
examinations were repetitions on the same 
women, since the group represented a small, 
relatively constant segment of the population 
closely watched over a period of years. In 
four cases there was a conflict of findings, 
but with that exception the authors found 
only a single patient who, having had initially 
normal smears, exhibited cytological ab- 
normalities at subsequent examinations. The 
data showed that periodic cytological exam- 
ination yields diminishing returns. and that 
new cases generally represent the introduc- 
tion of new members into the group. The 
evidence led to the conclusion that lengthen- 
ing the interval between cytological exam- 
inations to two years will not appreciably 
increase the risk to the patient if pelvic 
examinations are done at the same time. 


middle class and are of moderate or average cir- 
cumstances. It has become the practice of the gyne- 
cologists at Milwaukee Hospital to routinely obtain 
cervical scrapings or vaginal secretions for cytologi- 
cal study on all new patients seen by them in their 
offices. They also routinely repeat cytological 
studies whenever a patient returns for her periodic 
physical examination at intervals that may vary 
from six months to two years. In most cases we 
receive two slides in the laboratory. Usually both 
of these are cervical smears. Some of the gynecolo- 
gists take one smear from the cervix and one from 
the vaginal pool. A few rely entirely on smears 
prepared from material in the vaginal pool. 

We report our smears with a modified Papani- 
colaou grading system. Smears are called negative, 
atypical, suspicious, or positive. The negative re- 
port is self-explanatory. An atypical report indi- 
cates the presence of abnormal cells which we do 
not believe are neoplastic; repeat smears, however, 
are recommended within one to six months. In a 
suspicious smear we feel that the abnormal cells 
are probably neoplastic. What the physician does 
is left to him; but a sharp knife conization is recom- 
mended. A positive smear indicates that the lab- 
oratory believes that the patient has carcinoma 
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until proved otherwise. Histological confirmation 
by biopsy or conization is considered imperative 
by us. 

The relationship between this laboratory and the 
practicing physician who sends cytological smears 
to it for examination has been so close that prob- 
lems of follow-up and treatment are minimal. Over 
the years we have been able to follow 90% of the 


TasBLe 1.—Age of Patient When Cervical Carcinoma 
Was Diagnosed 

Patients 
No. % 

1 

10 

13 

12 

13 

31 


patients who received a cytological diagnosis of 
suspicious or positive. Of those patients who re- 
ceived diagnoses of “atypical,” 51.5% have been re- 
examined. Since our study has been drawn entirely 
from private patients, follow-up studies are avail- 
able not only on the known abnormal but also on a 
great many of the normal patients. Because of the 
liaison between physicians of metropolitan Mil- 
waukee, it is also possible to follow the course of 
these women, even into other hospitals and other 
laboratories. During the period of this study, only 
two cases of unsuspected cervical carcinoma have 
been found in 1,654 hysterectomies performed for 
various reasons. Neither of these patients had had 
cytological studies. 

The patients in this study represent a small, rela- 
tively censtant segment of the population which 
has been closely watched over a period of years. 
Our experience, similar to that of many others, has 
been that carcinoma of the cervix appears relatively 
early in life (table 1). If this observation is correct, 
one would expect diminishing returns from restudy- 
ing the same segment of population. This also 
appears to be true (table 2). 


TaBLeE 2.—Incidence of Proved Cervical Carcinoma 


Patients with Carcinoma 
Cases - 
Screened No 
19 


on 


29 


Table 3 represents a summary of our data. In 
1954, 3,347 cases were screened. There were 301 
abnormal smears (including atypical, suspicious, or 
positive ). Twenty-eight cervical carcinomas were 
detected. There was one false-negative smear which 
in review contained a few cells that might have 
been classified as “atypical.” 

In 1955, 5,213 cases were seen. There were 423 
abnormal smears. Twenty-four cervical carcinomas 
were diagnosed in these women. As in 1954, all but 
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one had abnormal cytology. This case in review 
also showed cells which might have been consid- 
ered “atypical.” 

In 1956, 6,829 patients were screened and 232 
abnormal smears were found. Twenty-nine cervical 
carcinomas were subsequently diagnosed. There 
were two false-negative results. In reviewing these 
smears, we considered one false-negative due to 
technically poor smears. This case, in addition, 
proved to be a well-differentiated papillary type of 
epidermoid (squamous cell) carcinoma. The other 
false-negative was from a patient who had a large 
carcinomatous ulcer of the cervix. We believe the 
smear was obtained from the surface and consisted 
mainly of debris and exudate. 

In these four cases of false-negative smears, the 
true diagnosis was made by biopsy within a month 
after the smear was obtained, since all patients had 
clinical evidence of cervical pathology. In the past 
seven years, including the years 1954, 1955, and 
1956, with the exception of these four cases, only 
one patient with an initial negative smear has sub- 
sequently exhibited abnormal cytology. Two years 
after the initial negative cytology report, this pa- 
tient had a smear diagnosed as atypical. Seven 


TaBLe 3.—Statistical Review 1954-1956 


1954 1955 19546 
Total patients 5.213 6.829 
Total abnormal smears : 423 232 


months after this, biopsy disclosed carcinoma of 
the cervix, in situ. The total period of follow-up for 
our normal patients has varied from six months to 
two and one-half years. In fact, included in this 
study are patients with initially negative smears 
studied prior to 1954 who are still normal. Con- 
versely, the interval from the initial finding of an 
abnormal cytological smear to final diagnosis of 
cancer has never exceeded 12 months. Eight pa- 
tients with proved carcinoma initially had “atypi- 
cal” smears. Within 12 months repeat smears were 
called suspicious or positive, and cervical biopsy 
showed carcinoma (table 4). The time interval 
varied from 1 month to 11 months. 

It is apparent from a review of our statistics that, 
when the same segment of the population is re- 
examined periodically, the number of new carcino- 
mas of the cervix discovered by the Papanicolaou 
technique becomes progressively less and appears 
to represent in the main the introduction of new 
persons into the group. In our experience, in con- 
trast to Nieburgs’, a negative Papanicolaou smear, 
when associated with negative physical findings as 
revealed by a thorough pelvic examination, indi- 
cates that the patient will not develop carcinoma 
of the cervix within a period of two years. This 
represents an average figure which will probably 
increase as our patients continue to be followed. 
We feel that cytological examination of the cervix, 


f 25-30 ) 
31-3 
36-40 
41-45 
over 
Proved cervical carcinoma 28 29 
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when accompanied by pelvic examination, can be 
done at intervals of two years without risk to the 
patient. We also believe that such a program will 
not lower the current high five-year survival or 


TABLE 4.—Time Interval Between Initial Diagnosis of 
“Atypical” Smear and Diagnosis of Cervical Carcinoma 
in Eight Patients 


Time, No. Diagnosis 


In situ 
In situ 
Stage 1, early 
In situ 
In situ 
Early, stage 1 
Stage 
Stage 


* Biopsy taken with smear. 


cure rate of cervical carcinoma which has been 
achieved in part because of the reliability of cytol- 
ogy as a screening and diagnostic procedure. 


Summary 


In summary we have evaluated the fate of the 
female patient who has had a cytological examina- 
tion made and received a negative report. Based on 
the statistical follow-up for three years and on our 
impressions covering a period of approximately 
seven years, it would appear that a negative cy- 
tological examination, when associated with nega- 
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tive physical findings following a thorough physical 
examination of the patient, implies that the patient 
is free of carcinoma at that time and will remain 
free of cervical carcinoma for a period of at least 
two years. If these observations can be substan- 
tiated, the application of the cytological examina- 
tion will become greatly simplified, since it need 
not be repeated as often as has been recommended 
in the past. 


2200 W. Kilbourn Ave. (3) (Dr. Birge). 
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CONGENITAL TOXOPLASMOSIS—DIAGNOSTIC IMPORTANCE 
OF CHORIORETINITIS 


John R. Fair, M.D., Augusta, Ga. 


Recently reported clinical studies’ should in- 
crease considerably our respect for congenital 
toxoplasmosis. The classic disease is common 
enough, but its lesser forms, generally unappre- 
ciated, are responsible for a tremendous amount 
of visual disability and account for a certain num- 
ber of previously unexplained cases of mental 
retardation. 

This concept is not entirely new, but has de- 
veloped over the years with almost painful slow- 
ness. Perhaps the most effective barrier to its 
understanding has been the technical difficulty of 
ophthalmoscopic examination, particularly in in- 
fants and young children. Chorioretinitis is the 
most constant finding in the congenital infection. 
Indeed, the eye inflammation may be the only 
manifestation of the disease. No idea as to the true 
incidence of congenital toxoplasmosis can be ob- 


~ From the Division of Ophthalmology, Department of Surgery, Medical 
College of Georgia. 


In the eye, the most minute focus of in- 
flammation due to congenital toxoplasmosis 
is recorded permanently as a pigmented 
chorioretinal scar. Typically, each macula is 
attacked with disastrous effect on vision. 
Serologic examinations are most important. 
If either the patient or his mother shows no 
serologic evidence of past infection, a diag- 
nosis of congenital toxoplasmosis should be 
disregarded. The inexperienced examiner 
must be warned against the many other pig- 
mented and central retinal conditions with 
which chorioretinitis may be confused. The 
greatest help that can be obtained in the 
matter is wide dilation of the pupils. Only 
increased awareness will lead to an accurate 
determination of the incidence of the disease. 
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tained, then, until physicians generally become ac- 
quainted with its typical ocular signs. It is the 
purpose of this paper to describe the characteristic 
eye findings, along with the ophthalmoscopic ap- 
pearance of other common fundus changes with 
which chorioretinitis may be confused. 


Incidence and General Findings 


Human toxoplasmosis went unrecognized until 
20 years ago. The parasite responsible for the 
disease, Toxoplasma gondii, was well known in 
both wild and domestic animals prior to that time, 
but man’s susceptibility was not realized until] the 
description of the congenital form of the infection 
in 1939.? In the years that followed, it became clear 
that toxoplasmosis is one of the commonest dis- 
eases of mankind. Positive immunological and 
serologic tests indicating past or persistent infection 
by the parasite have been found in one-fourth to 
one-third of all adults in almost every population 
studied. 

Obviously, the vast majority of human infections 
go unattended by symptoms. A fatal outcome has 
been proved in a scant half-dozen cases of the 
acquired variety. Mothers of congenitally infected 
infants rarely recall a febrile illness during their 
pregnancies. The congenital disease itself, however, 
is characterized by severe inflammatory changes in 
the brain and eyes and is manifested clinically by 
any or all of the following signs: mental retarda- 
tion, convulsions, interna] hydrocephalus, intracere- 
bral calcification, microphthalmia and_ bilateral 
chorioretinitis with reduced central vision, myopia, 
nystagmus, and squint. We owe much of our 
knowledge of the pathology of toxoplasmosis to the 
congenital infection, since most studies of the ac- 
quired disease are limited to serologic and parasi- 
tological investigation of the body fluids. 


Eye Findings 


The meningoencephalitis of congenital toxoplas- 
mosis may be so mild as to leave no lasting effect. 
Even inflammatory foci large enough to result in 
intracerebral calcification visible on x-ray need not 
cause convulsions or a dulling of the intellect. In 
the eye, however, the most minute focus of inflam- 
mation is recorded permanently as a pigmented 
chorioretinal scar. Typically, each macula is at- 
tacked with disastrous effect on vision. In many 
cases, however, only one eye is involved or the 
inflammation may be central in one eye and periph- 
eral in the other. Theoretically, if the infection 
can be limited to the peripheral retina in one eye, it 
may be so in both, and, conceivably, if one eye 
can escape the disease completely, each may 
escape, so that the possibility of a congenital in- 
fection with no apparent defect in either brain or 
eye is of at least academic importance. 

The commonest situation is that in which only 
the eyes are seriously involved, so that in making 
the diagnosis one has to depend on a history of 
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lifelong visual disability, the ophthalmoscopic 
examination, and serologic testing of mother and 
offspring. Serologic examinations are most im- 
portant. If patient or mother shows no serologic evi- 
dence of past infection, a diagnosis of congenital 
toxoplasmosis should be disregarded. Even weakly 
positive tests in both indicate that toxoplasmosis 
may be considered. A history of congenitally poor 
eyesight is important if present, but it sometimes 
is lacking since central vision may be partially 
preserved or even unaffected if only the peripheral 
retina is involved. 

The eye findings themselves are so characteristic 
as to be almost diagnostic of the disease. Infection 
early in fetal life or prolonged or severe inflamma- 
tion may disorganize completely one or both eyes, 
but this is not the usual situation. Typically, the 
parasite settles in each macula to produce a focal 
chorioretinitis (see figure, A through F). In addi- 
tion, there may be any number of scattered foci of 
inflammation in the retinal periphery (figure, G 
through J). Early, the vitreous may be filled with 
exudate preventing a good view of the fundus, but 
the exudate itself is indicative of active chorioretini- 
tis. The patches of inflammation are usually large 
and few in number (see figure, G, H, and I), as 
compared with the chorioretinal lesions of congeni- 
tal syphilis (see figure, J). A tendency toward 
recurrence is characteristic of the chorioretinitis of 
toxoplasmosis. The parasite may lie dormant in its 
encysted stage for many years. In one eye shown 
in the figure (E), lifelong poor vision was further 
reduced by recurrence of the inflammation when 
the patient was 29 years of age. 

Something about the anatomy or physiology of 
the central retina attracts or permits the growth 
of the parasite. The infection is undoubtedly borne 
via the blood from the placenta, but why nervous 
tissue is especially likely to be affected and why 
the macula is more susceptible than the peripheral 
retina cannot yet be explained. The fetal state has 
something to do with the location of the chorioreti- 
nitis of congenital toxoplasmosis, since the chorio- 
retinitis associated with acquired toxoplasmosis in 
adults usually is peripheral and unilateral. 

At any rate, congenital central chorioretinitis, 
especially if bilateral, should be thought of as 
being due to toxoplasmosis until proved otherwise. 
Fortunately for the examiner, central chorioretinitis 
is easily discovered, situated as it is at the posterior 
pole of the eye within easy view. Unfortunately for 
the patient, destruction of the central retina by the 
inflammatory process abolishes central vision. If 
each macula is seriously involved, accurate fixation 
is impossible and nystagmus and squint are likely 
developments. 


Differential Diagnosis 


The inexperienced examiner must be warned 
against the many other pigmented and central 
retinal conditions with which chorioretinitis may 
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be confused. Developmental abnormalities and de- 
fects are often misleading. Some of these are shown 
in the figure (K through P). The normally striped 
(tigroid ) appearance of the fundus of some heavily 


A through F, chorioretinitis of congenital toxoplasmosis, 
with macula and central vision completely destroyed by in- 
flammatory process. G through J, healed juxtapapillary and 
peripheral chorioretinitis (G, H, and I are typical of toxo- 
plasmosis; J shows chorioretinitis due to syphilis). K through 
P, developmental variations and abnormalities of fundus 
which may be confused with chorioretinitis. Q through V, 
other pigmented and central retinal lesions noninflammatory 
in origin. 
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pigmented members of the Caucasian race is shown 
in K. A case of medullated optic nerve fibers is 
illustrated in L. The pigment-ringed defects in M 
closely resemble healed chorioretinitis, except that 
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they were arranged in a row below the right nerve 
head in the usual position of a coloboma of the 
choroid and were associated with a typical colo- 
boma in the left eye (N). Congenital grouped 
pigmentation (bear tracks) of the retina is shown 
in O and the bone corpuscle shaped pigment de- 
posits of retinitis pigmentosa in P. 

Neoplastic, traumatic, and vascular lesions may 
be mistaken for inflammatory changes (see figure, 
Q through V). In Q, the arrow indicates a small, 
benign, flat nevus of the choroid. A large malig- 
nant melanoma of the choroid is shown in R. 
Contrecoup rupture of the choroid at the posterior 
pole in contusions of the globe leaves large pig- 
mented scars, as in S and T. A history of injury 
is helpful in these cases. Disciform degeneration of 
the macula is probably vascular in origin. The 
juvenile type (U) is often confused with inflamma- 
tory lesions. The age of the patient helps to dis- 
tinguish the senile form (V). 

The appearance of the fundus of the fellow eve 
often helps to clarify the situation. Actually, the 
bilateral, pigment-ringed, central retinal scars of 
congenital toxoplasmosis are so distinctive that they 
should be recognized with little difficulty. 

The greatest help that can be obtained in the 
matter is wide dilation of the pupils. Even the most 
experienced ophthalmoscopist depends upon _ this 
aid. No contraindication to dilatation of the pupils 
exists in children or young adults. It is only a very 
occasional middle-aged or older adult with shallow 
anterior chamber (narrow chamber angle ) in whom 
caution should be observed in the use of mydriatic 
drugs. The latest concepts of glaucoma are reassur- 
ing in this regard. One or two drops of a 10% 
solution of phenylephrine hydrochloride (Neo- 
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Svnephrine) may mean the difference between 
success or failure on any funduscopic examination. 
If the action of this mild and short-lasting agent 
is resisted by the pupils of aged or very young 
persons, a 2% solution of homatropine hydrobro- 
mide should produce the desired effect. 


Conclusions 


If ophthalmoscopy were a simple technique, the 
frequency of congenital toxoplasmosis would have 
been appreciated years ago. Following the uncon- 
trollable eye movements of very young or unco- 
operative children or even those of adults with 
squint or nystagmus can be a most trying experi- 
ence. The advice of an eye surgeon should probably 
be sought in any questionable case, but many 
instances of congenital toxoplasmosis will go un- 
recognized or misdiagnosed unless the general 
practitioner, the pediatrician, and the internist make 
real use of the ophthalmoscope. Increased aware- 
ness will lead eventually to an accurate determina- 
tion of the incidence of the disease. Only then can 
it be decided whether this condition constitutes a 
real public health problem and how to go about 
its prevention. 

This study was supported by grants from the Knights 
Templar Eye Foundation and the U. S$. Public Health 
Service. 
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DJUSTMENT PROBLEMS OF THE AGED.— Unlike biological systems, human 


social systems are structured not by the genetically determined reaction pat- 


terns of the biological units that compose them, but by behavior patterns in- 


vented and acquired in social interaction. These socially derived patterns constitute 


the systems of cultural values which determine the social structure of human groups. 


Such structures do not age and die. They either commit suicide by man’s inability to 


devise new patterns capable of dealing with the problems generated from within, or 


they are murdered by his inability to repel conquest from without. A social system is 


simply the blueprint according to which interpersonal and social functions have oc- 


curred in the past, are occurring in the present, and may be predicted to recur in the 


future. Therefore, the aging of an individual, as a sociocultural phenomenon, is defined 


not by physical deterioration or by time but by the value system of his society. A person 


is sociologically old when he is so regarded and treated by his socii. The problems of 


personal and social adjustment confronting the aged are the resultants of the role and 


status accorded them by the group, the social provisions for their continuing prestige 
and security, and the opportunities afforded them to achieve these ends by their own 
initiative.—H. E. Jensen, Ph.D., Sociological Aspects of Aging, Public Health Reports, 


July, 1958. 


When we use the term “medical preparedness,” 
just what are we talking about? Words and phrases 
frequently connote different ideas to different per- 
sons; hence, the speaker often finds it advisable to 
delineate exactly what he means. By medical pre- 

paredness I mean the preparation, through training 

and through posture, to meet medical emergencies 

resulting from natural disasters, such as earthquake, 

fire, flood, and tornado—and also resulting from 

war. Inherent in this definition is the idea that many 

individuals will be affected. It seems to me to be 

axiomatic that preparedness to deal with an emer- 

gency involving many individuals will automatically 

result in preparedness to handle an emergency in- 

volving a single or a few individuals. 

Why is it desirable to improve our medical pre- 
paredness? Have we not always handled our med- 
ical emergencies in both peace and war reasonably 
well? The answers to these questions are important. 
If we are already doing all right then let us forget 
about the whole thing. On the war combat side the 
answer is obvious; things have changed and are 
changing rapidly. Newer weapons of war can inflict 
casualties on a scale previously impossible. On the 
natural disaster side the answer is not so obvious, 
but it is clear. We have not always done a good job 
in handling medical emergencies. Advances in med- 
ical knowledge in the last quarter-century have fre- 
quently not been put to use. It is important that the 
medical profession realize this and further realize 
that a peacetime medical emergency can occur any 
place. We have not learned how to prevent bus, 
train, or airplane crashes, hurricanes, tornadoes, 
floods, or fires. If the local medical community will 
prepare itself to cope adequately with these, it will 
have gone a long way toward preparing itself for a 
wartime disaster. 

The elements of medical preparedness are people 
—people trained, equipped, and organized. Hence, 
it seems reasonable to discuss the problem under 
these three headings: training, equipment, and or- 
ganization. I will not attempt to evaluate the rela- 
tive importance of the three. They are all essential 
to a successful program. 

Training 

What are the medical problems for which the 
people must be trained? The list is small: physical 
trauma, thermal burns, radiation, infection, and 
chemical agents. None of these is peculiar to a 
peacetime or to a wartime disaster. 

The principles and procedures of handling physi- 
cal trauma are known and widely publicized. But 
too few members of the medical profession are fa- 
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The best method to build toward national 
medical preparedness for war is local pre- 
paredness for peacetime disasters. This can 
be encouraged through the national, state, 
and local medical, dental, veterinary, and 
nursing associations. The stockpiling of med- 
ical supplies and equipment should be en- 
couraged. The role of each paramedical 
group should be determined. These groups 
need guidance and will probably accept it 
from the medical profession if it is enlight- 
ened and realistic. If organized medicine 
does not offer guidance, or offers it in un- 
acceptable form, it will be supplied by some 
other agency. The elements of medical pre- 
paredness are training, equipment, and 
organization. All three are essential. If the 
local community will prepare itself to cope 
adequately with local peacetime medical 
emergencies, it will have gone a long way 
toward preparing itself for a wartime dis- 
aster. 


miliar with them, and, sad to say, many who do 
know them fail to follow them in an emergency. | 
will mention a few: control of hemorrhage, includ- 
ing proper use of the tourniquet; splinting fractures 
prior to transport; resuscitation; proper débride- 
ment; proper surgery; and secondary (not primary) 
closure. Time and again in emergencies all of these 
principles have been violated by doctors who knew 
better. 

Our knowledge of the treatment of burns still 
leaves much to be desired. Too few physicians are 
up to date on the knowledge we do have, yet the 
mortality among serious burn cases can be reduced 
markedly with modern methods. 

With the increasing use of radioactive substances 
in medicine and industry and with the transport of 
these substances from place to place, the hazard of 
accidents involving radioactive materials is increas- 
ing to the point that every physician should acquire 
some basic knowledge in the handling of such ac- 
cidents. 

Secondary infection is always a problem in 
physical trauma and in burns. The principles of its 
prevention and treatment are well known, but all 
too frequently they are not applied. Primary infec- 
tion or infectious disease is a problem in peacetime 
disasters where water supplies and sewage systems 
are compromised. The same applies on a larger 
scale to wartime situations, plus the possibility, 
however remote, of biological warfare. 
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Chemical agents are becoming increasingly im- 
portant as hazards in our industrial society. Those 
physicians with a practice involving industrial 
workers are alert to these hazards and are familiar 
with their prevention and treatment. But a large 
segment of our profession has at most a sketchy 
knowledge in this field. In peacetime and wartime 
emergencies, particularly those involving explosions 
and fires, chemical agents may be an important 
problem. In wartime there is also the ever-present 
hazard of the use of toxic chemicals, including 
the newer, fantastically potent nerve gases. 

So far I have tried to stress the need for the train- 
ing of the medical profession in the United States 
to be better prepared to meet emergencies. I have 
tried to point out the similarity of the problems to 
be faced in these emergencies whether they be 
peacetime accidents or the result of enemy action. 
This is important because if we hope to get mem- 
bers of our profession to devote time to these prob- 
lems they must first be convinced of the possibility 
that they as individuals may sometime be in a posi- 
tion where they need this knowledge. Experience 
in the last decade has demonstrated that a large 
proportion of our profession believes, rightly or 
wrongly, the possibility of war to be so remote that 
training in civil defense for medical emergencies is 
not worth the time and effort required. 

Experience in both peacetime and wartime emer- 
gencies has shown that a large proportion of the 
care of casualties must be performed by individuals 
who are not doctors of medicine. In mass casualty 
situations the number of casualties may be out of 
all proportion to the number of doctors available 
at the time and place and may, in fact, be out of 
all proportion to the number of paramedical per- 
sonnel available. This means, then, that on the in- 
jured individual himself or his neighbor or “buddy” 
may fall the responsibility for emergency lifesaving 
care. It is clear that the need for training must in- 
clude not only the medical profession itself and the 
paramedical personnel but also the population as a 
whole, each group trained to a different level of 
competence. 

Within the medical profession a good start has 
already been made, but it is only a start. The Med- 
ical Education for National Defense (MEND) pro- 
gram has now been in existence since 1952. Begin- 
ning in 5 medical schools, it is now in 45 schools 
and it is hoped that within four years all of the 
medical schools of the United States will be active 
participants. The U.S. Army, Navy, and Air Force, 
the U.S. Public Health Service, and the Federal 
Civil Defense Administration have contributed 
funds to help support this program and also furnish 
assistance in the form of lectures, literature, films, 
short courses for school coordinators, and various 
other aids. Participation in the program by the 
schools is voluntary, and each school carries out 
the program in its own way as it deems best. I have 
no doubt that some are better programs than others. 
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However, as more experience is gained it is reason- 
able to expect that the over-all level of quality will 
be raised. The two objectives of the MEND pro- 
gram are to convince the embryo doctor early in 
his career of the importance of preparing himself 
to handle medical emergencies and to give him 
specific knowledge and specific skills which he 
can use. 

Chronologically, next in the young doctor's career 
is his internship. Here he usually is faced with 
emergencies involving one or a few individuals, and 
he has the chance to apply his knowledge. Next, he 
usually enters one of the military services for two 
years. In my opinion it is the clear-cut responsibility 
of the Army, Navy, and Air Force to train these 
young men for peacetime as well as wartime med- 
ical emergencies. All three services are now doing 
this, but I am convinced that they can and should 
do a better job. 

On return to civil life the young doctor enters 
practice or begins additional and, usually, specialty 
training. The thought of an emergency involving 
many casualties becomes remote. He is too busy 
to concern himself with additional training or with 
the training of others. Occasionally his local or state 
medical society may include on one of its programs 
something concerning medical preparedness, and 
occasionally he may read an article along this line 
in one of his journals. The knowledge and skills 
he has previously acquired are not lost, but they 
will become rusty. If he was properly trained in 
medical school, in his internship, and in the military 
service he can probably be depended on to give a 
good account of himself as an individual doctor in 
a medical emergency, even though for years his 
professional interest may have been so far afield 
as, for example, allergy or geriatrics. But in a mass 
casualty situation competent performance as an 
individual doctor is not enough. He must be a 
leader—directing and supervising the work of para- 
medical personnel if the maximum number of lives 
are to be saved. I believe that the doctor in practice 
—and this comprises the bulk of the medical pro- 
fession—presents the most fertile field to till if we 
are to improve national medical preparedness. 

Still on the subject of training, paramedical per- 
sonnel must be considered. In a mass casualty 
situation it is on these groups that will fall the bulk 
of the actual medical work. In this over-all broad 
categorization are dentists, veterinarians, nurses 
(both registered and practical), dieticians, physio- 
therapists, pharmacists, and medical technicians of 
various types. Not to be excluded are those engaged 
in the administrative facets of medical care—hos- 
pital administrators, medical record librarians, sup- 
ply men, and a host of others. 

By and large these groups are clamoring for 
guidance. What will be their functions in an emer- 
gency situation? Unless they know, they are at a 
loss to prepare. In my opinion, the medical profes- 
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sion, and in this indictment I include both civilian 
and military medicine, has been remiss in failing 
to give guidance to these groups. 

In a mass casualty situation, are dentists to be 
limited to care of teeth, mouth, and maxillofacial 
injuries? Will they be called on to administer anes- 
thesia, local or general? Are they to do débride- 
ments? Unless they know the answers to these 
questions they cannot prepare. A similar situation 
exists regarding nurses. What will they be called 
on to do in a mass casualty situation? Unless the 
medical profession of the United States lets them 
know, they, likewise, cannot prepare. 

I believe the MEND program is an important 
step toward medical preparedness. Furthermore, | 
believe a Dental Education for National Defense 
(DEND), a Veterinary Education for National De- 
fense (VEND), and a Nursing Education for Na- 
tional Defense (NEND) program would be of in- 
estimable value. These professions are willing and 
anxious to institute such programs in their schools, 
but we in the medical profession have failed to 
furnish guide lines and to delineate functions. | 
realize the problem is not simple. It involves tradi- 
tions, creeds, jealousies, licensing laws, and the 
quality of medical care. But an ostrich-like position 
is untenable. The medical profession must face it. 

What is to be expected of these paramedical 
groups in a mass casualty situation? If the medical 
profession does not tell them, who is to? The Con- 
gress? The state legislatures? Their own national 
organizations? These groups need guidance, Are 
they going to get it from the medical profession, 
or will they get it elsewhere? In all probability 
they will accept guidance from organized medicine, 
but it must be enlightened and realistic. If no an- 
swer is forthcoming or if the only answer is one 
which, in their eyes, is degrading, they will not 
accept it. These are strong words but I believe they 
are true. Today American medicine can give the 
answers. It can call the shots. If it gives the wrong 
answers or if it continues to give no answer at all, 
then some other tribunal may fill the void. 

I urge on American medicine that this problem 
be faced forthwith and that a determination be 
made of the functions to be performed by the pro- 
fessions in emergencies which involve masses of 
casualties. Once these determinations are made, 
then the problem of training becomes, perhaps, 
not an easy one, but at least one which can be 
grasped. In undergraduate schools there can be 
DEND, VEND, and NEND programs. In postgrad- 
uate life there can be short courses, symposiums, 
and community exercises involving these groups, as 
well as the medical profession, on a stimulating and 
realistic basis. 

Equipment 


So far I have been talking about training. Basi- 
cally, training applies to the individual and what 
knowledge and skills he can be taught. Next, I 
would like for a few moments to discuss equipment. 
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To repeat an earlier statement, the elements of 


medical preparedness are people—people trained, 
equipped, and organized. In the usual peacetime 
medical emergency, equipment and supplies are 
adequate, if not in the immediate area at least 
close enough to be brought in by air or surface 
transportation. In a wartime emergency, equipment 
and supplies will be critical but never, in my 
opinion, as critical as trained manpower. This is no 
reason to neglect the importance of supplies and 
equipment. In planning for peacetime emergencies 
emphasis can and should be placed on inventories 
of existing material, i. e., knowing how much is 
available locally and where. In those instances 
where shortages exist, for example, whole blood, 
plans must be made for procurement and distribu- 
tion. In planning for wartime emergencies, en- 
visioning the destruction of hospitals and ware- 
houses of supplies, emphasis must be on national 
stocks and national production. In essence, supply 
planning for peacetime disasters is a local matter 
—for wartime disasters both a local and a national 
matter. 
Organization 


The final element in national medical prepared- 
ness is organization. Organization is one of the bug- 
bears of any large effort, whether it be General 
Motors Corporation or the Department of Defense. 
It has been a particularly difficult one in any civil 
defense effort. One of the principal stumbling 
blocks has been, in my opinion, the fact that the 
assumption of an enemy attack on the United States 
presents such a staggering problem that many 
people tend to throw up their hands in despair and 
say that the only solution is martial law. The mili- 
tary, on the other hand, says that even if martial 
law is declared there are too few military personnel 
to do all the work which will need to be done. 

Many authorities or organizations believe that 
an organization should be built from the bottom 
up and not from the top down. To me this is a 
sensible approach to the problem of medical pre- 
paredness. Local communities, under medical lead- 
ership, can organize to meet local civilian disasters. 
Assignments can be made covering members of the 
medical profession and of the paramedical profes- 
sions. Supplies, equipment, and buildings can be 
located and earmarked for use and a realistic train- 
ing program undertaken, including realistic exer- 
cises involving hospitals, clinics, emergency aid, 
and evacuation units. In some communities this is 
already being done, but in most it is not. 

If there are adequate local organizations it will 
not be too difficult to weld them together under a 
state organization, whether it be through the mech- 
anism of the state government or of the state med- 
ical association. The prime hurdle is the local one, 
and it is basically a lack of motivation. People will 
organize and train voluntarily if they believe the 
need is real. To date, with some outstanding excep- 
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tions, the communities of the United States ap- 
parently believe that the need to prepare is remote 
and that it is not worth the time and the effort. 


Recommendations for Preparedness 


This paper would not have a proper military 
tone unless it included recommendations. Here 
is what I propose to improve national medical 
preparedness: 

Emphasize desirability of local preparedness for 
peacetime disasters as serving the dual purpose of 
preparing for such disasters and of being the best 
method to build toward national medical prepared- 
ness for war. F~courage this through the national, 
state, and local medical, dental, veterinary, and 
nursing associations. Likewise, encourage _ this 
through the corresponding educational associa- 
tions, such as the Association of American Med- 
ical Colleges. 

Encourage the acquisition and stockpiling of ad- 
ditional medical supplies and equipment by local 
agencies, such as hospitals, and by the Federal 
Civil Defense Administration. 

Determine the role of dentists, veterinarians, 
nurses, and paramedical groups in the event of 
emergencies involving mass casualties. The A. M. A. 
should take the initiative in this and should consult 
with the respective national professional associa- 
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tions. When agreements have been reached they 
should be published for information of all those 
who are concerned. 

Stress training for medical emergencies through 
the expansion and improvement of the MEND pro- 
gram; establish similar programs in schools of den- 
tistry, veterinary medicine, and nursing; improve 
training in the military services of medical, dental, 
and veterinary officers, nurses, and enlisted men on 
active duty; improve training programs for military 
reservists; and expand and improve emergency-care 
training programs for the lay public through public 
schools, Red Cross chapters, hospitals, factories, 
and civil defense organizations. Again, here the 
impetus must come from the medical profession. 
Doctors must not only preach the necessity of these 
training programs and help organize them but also 
carry much of the load of actual teaching. 

These actions require leaders—leaders at all levels 
who are convinced that our medical preparedness 
must be improved and who are willing to devote 
time and effort to the job. This is not something 
like a community chest drive that is over in a few 
weeks. This is a continuing need. We will never be 
prepared to do a perfect medical job in an emer- 
gency, but if we are trained, equipped, and organ- 
ized we can save the lives of many who otherwise 
will die. 


Various authors ' have described the association 
of cholelithiasis with hiatus hernia. Other authors * 
have emphasized the coexistence of diverticulosis 
coli with cholelithiasis or with hiatus hernia. In 
1948, Muller,® of the department of radiology at the 
General Hospital in Johannesburg, South Africa, 
reported the simultaneous existence of hiatus her- 
nia, diverticulosis coli, and cholelithiasis in three 
female patients. The combination was named 
“Saint's triad” in deference to a colleague, Professor 
Saint, who had called Muller's attention to it. 
The next mention of this triad in the English 
literature was a report of five cases by Palmer * in 
1951. However, in 1950 and in 1951, the French 
authors Brombart and co-workers * and Wissmer ° 


From the departments of medicine and radiology, Marquette Uni- 
versity School of Medicine. 


ASSOCIATION OF CHOLELITHIASIS, HIATUS HERNIA, AND 
DIVERTICULOSIS COLI 


James J. Foster, M.D. 


Donald L. Knutson, M.D., Milwaukee 


Cholelithiasis, hiatus hernia, and diver- 
ticulosis (Saint’s triad) are found together 
more frequently than can be expected on 
the basis of chance alone. Age, congenital 
structural weakness, constipation, obesity, 
and childbearing are considered contributory 
etiological factors. Although the main clinical 
interest in the triad centers about choleli- 
thiasis and hiatus hernia, it seems worthwhile 
to point out that in 13 of the 24 cases, there 
was x-ray evidence of diverticulitis, namely, 
irritability of the colon in the region of the 
diverticula. Awareness as to the existence of 
the triad has practical clinical value and may 
explain an apparent failure to effect a cure. 


and 
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independently described three and seven cases 
respectively. Later, in 1955, Palmer” enlarged his 
series to 24 cases. 

Being cognizant of the triad through these re- 
ports, we were impressed with the relative fre- 
quency with which it was encountered in the group 
of patients referred to the Cancer Diagnostic Clinic. 
Our interest being thus stimulated, an effort was 


TABLE 1.—Separate Incidence of Cholelithiasis, Hiatus Hernia, 
and Diverticulosis Coli 
Patients Positive Incidence, 
Studied Cases % 
Cholelithiasis 57 157 
Hiatus hernia one 296 182 
Diverticulosis coli .. »308 246 


16.4 (pi) 
14.0 (p2) 
18.7 (ps) 


made to learn more of the nature and occurrence 
of the three conditions in a single individual. The 
findings of this study are herewith presented. 


Materials and Methods 


The records of 2,020 consecutive unselected pa- 
tients provided the material on which this study 
was based. In accordance with the clinic policy of 
admitting patients only on physician referral, essen- 
tially all patients were symptomatic and approxi- 
mately 70% had some complaint referable to the 
gastrointestinal system. The ratio of females to 
males was 2.5 to 1. The average female age was 46 
years and the average male age 49. 

To determine the probable occurrence of the 
triple association from chance alone, calculations 
were first made of the percentage incidence of 
cholelithiasis, hiatus hernia, and diverticulosis coli 
in those patients of the basic group who had been 
appropriately studied. There were 957 patients who 
had cholecystograms; barium enemas were done on 
1,296 patients, and 1,309 patients had an upper 
gastrointestinal x-ray series. With use of the per- 
centages obtained, the formula P = p; X pz X ps 
was applied, and the value obtained represented 
the probability of all three conditions occurring in 
a single individual on the basis of chance.* For 
comparison, the actual rate of occurrence of the 
triad was then determined in 713 patients who had 
been examined by all three x-ray methods. 

Another group of 58 patients had had a chole- 
cystectomy for gallbladder disease and stones prior 
to being examined at the clinic. In these, only an 
upper gastrointestinal series and barium enema 
were done. The combination finding of hiatus her- 
nia and diverticulosis coli in these patients has 
been designated for discussion purposes as the 
postcholecystectomy triad. The mathematical prob- 
ability and actual occurrence were similarly com- 
puted and compared. 

Analysis of Data 

From the percentages in table 1, a P value ap- 
plicable to the 713 patients examined with three 
x-rays was obtained as follows: P=p:p2<ps= 
0.164 0.14 0.187=0.004. For the 58 postcholecys- 
tectomy cases, the P value was a product of 
P2 X ps = 0.026. 
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It can be seen from table 3 that the actual inci- 
dence of the triad is considerably greater than that 
expected purely from chance in both groups stud- 
ied, indicating that there are other contributory 
factors. 

Attention is directed to table 2 showing the rela- 
tively high incidence of the hiatus hernia—diver- 
ticula combination among the 58 patients in whom 
cholecystectomy had been previously performed. It 
is indicated from the P value in this group B that 
since one-third of a triad was known to have ex- 
isted the mathematical probability of finding the 
remaining conditions is 6.5 times greater than in the 
general population, as represented by group A. 
Clinical verification of this calculation can be seen 
by comparing the incidence of the hiatus hernia-— 
diverticulosis combination (2.6%) among the 713 
patients completely studied (table 4) with the 
percentage of this same association in the patients 
with postcholecystectomy triad (19%). 

From a different perspective, Palmer reported 24 
cases of the triad (complete postcholecystectomy ) 
in relation to 170 patients with hiatus hernia 
for an incidence of 14%. Among our 182 patients 
with hiatus hernia, there were 35 with the triple 
combination, including both groups A and B, which 
represents an incidence of 19.1% if similarly calcu- 
lated. These results suggest that with a history of 
cholelithiasis or demonstrable hiatus hernia the pos- 
sibility of a triad existing increases considerably. 
It could be added that diverticulosis coli has not 
been proved to be as helpful as a diagnostic lead. 

In an analysis of this type, it is to be expected 
that a certain number of dual combinations would 
be found. These are tabulated in relation to triad 
cases in 713 patients having all three x-ray studies. 

The finding of 75 combinations representing a 
rate of occurrence of 10.5% in 713 cases completely 
studied bears emphasis. It points up the value of 
performing all three x-ray examinations in any 
patient with gastrointestinal complaints who re- 
quires any single one. 


Clinical Features of the Triad 


The 24 patients with all three conditions existing 
when examined were analyzed for characteristic 
details. The age range was from 50 to 82 years, 


TABLE 2.—Incidence of Complete and Postcholecystectomy 


Triad 

Incidence, 

Group Method of Examination Patients Triad % 
A 3x-rays 713 24 
B’ Cholecystectomy and 2 x-rays 58 11 


with an average of 68. In Palmer’s series, the age 
range was from 35 to 73. The average age for 
Wissmer’s seven patients was 66. Generally speak- 
ing the condition is rare in persons under 50 years 
of age but likely to occur in persons over 60. 
There were four males among 24 cases of com- 
plete triad and two males among the 11 cases of 
postcholecystectomy triad. Even allowing for the 
female predominance of 2.5 to 1 in the clinic group 
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at large, it was definitely more common among 
women in this series. Muller's three original cases 
were in women. However, in Palmer’s series of 24 
cases, there were 14 males. Although not stated, it 
might be presumed that this male predominance 
reflected the fact that Army personnel comprised 
the greater part of his basic group examined. 

All females except one had borne children. The 
average number was four. Muller emphasized mul- 
tiparity as being characteristic. Fifty per cent of the 
females were definitely obese. Two of the males in 
this series were obese. While not essential to the 
development of the triad, obesity in females was 
nevertheless common in other reported cases.” No 
ethnic group predominated. Muller considered 
Jewish women as most susceptible, but that was 
not noted in this series. 

Thirteen of the 24 patients had epigastric pres- 
sure, pain, or a burning sensation as the main gas- 
trointestinal complaint., Three had gallbladder colic 
as the most prominent symptom. Two experienced 
principally bloating and fatty food intolerance. One 
complained primarily of constipation. One pre- 
sented with indefinite pain in the lower part of the 
abdomen, later diagnosed as due to diverticulitis. 
Four had no symptoms related to any component 
of the triad. Thus in over 50% the chief complaint 
was referable to hiatus hernia. Among the sympto- 
matic patients, the majority also had secondary 
complaints, suggesting at least one additional con- 
dition within the triad. One-third had many diver- 
ticula while the remainder had a moderate number. 
An equal frequency of large and small, multiple or 
few, gallstones was encountered. 


Comment 


Etiological Factors.—Since cholelithiasis, hiatus 
hernia, and diverticulosis are found together more 
frequently than can be expected on the basis of 
chance alone, it seems worth while to consider 
some possible etiological factors which could be 
common denominators. According to Muller, Saint 
theorized somewhat simply that constipation pro- 
duced diverticula of the colon and, with continued 
straining at the stool, hiatus hernia developed. The 


TABLE 3.—Comparison of Calculated with Actual 
Incidence of Triad 


Times 
Cases Greater 
Than 
Group Patients P Value Calculated No. Actual Chance 
A 713 0.004 713 X0.004=2.8 24 8.6 
B 0.026 58 X0.026=1.5 11 7 


gallstones were considered to form as a result of 
biliary stasis associated with both conditions. 
Palmer stated that it was difficult to hypothesize a 
common etiology, particularly since the individual 
conditions were poorly understood. However, he 
felt that there might be some relation between 
hiatus hernia and diverticulosis coli on a congenital 
weakness basis. He could see no relation to chole- 
lithiasis. 
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From the study of this series, the factor of age 
would seem to be quite important. As mentioned 
earlier, the average age of those presenting with 
the complete triad was 68. The average ages for the 
single conditions, cholelithiasis, hiatus hernia, and 
diverticulosis coli, in the over-all group were 55, 
58, and 60 respectively. Fat atrophy and loss of 
elasticity of the tissue about the hiatal ring concur- 


TABLE 4.—Comparative Incidence of Triple and Dual 
Combinations 
Incidence in 
713 Patients, 


Cases 
Cholelithiasis, hiatus hernia, 

Cholelithiasis and diverticulosis coli............. 2 3.2 
Hiatus hernia and diverticulosis coli............. 19 2.6 
Cholelithiasis and hiatus hernia................. 9 1.3 


rent with aging are recognized factors in hiatus 
hernia."* Similarly, weak spots are likely to develop 
in the colon wall due to tissue thinning as age ad- 
vances.'° Age hardly explains the cases encountered 
in younger persons, specifically by Palmer, and in 
these instances the matter of congenital weakness 
would have to be presupposed. 

Approximately 50% of the patients with the com- 
plete triad in this series complained of long-stand- 
ing constipation. Among the patients with chole- 
lithiasis only, diverticulosis coli only, and various 
dual combinations (including hiatus hernia), con- 
stipation was noted in slightly less than 45%. Within 
the clinic population as a whole, constipation was 
estimated at 30%. Constipation among the patients 
with hiatus hernia only was but slightly greater 
than in the clinic population. 

While these figures are not outstandingly in favor 
of constipation as a prime etiological factor, they 
are sufficiently significant for it to deserve consid- 
eration. Other authors in studying the single con- 
ditions have found constipation to be a common 
symptom. Willard and Bockus "' reported constipa- 
tion in 44% of their patients with diverticulosis colli. 
Spriggs and Marxer*’ reported slightly over 50% 
in the same condition. Blalock * described constipa- 
tion in 62% of his patients with gallstones. 

It could be hypothesized that the effort of strain- 
ing at stool associated with constipation might 
contribute to the triad. This causes increased intra- 
abdominal and intracolonic pressure, thus providing 
a mechanism for both hiatus hernia '* and diver- 
ticulosis coli."* Goldman and Ivy '* demonstrated 
in animal experiments that distention of colon (such 
as might accompany constipation ) can initiate re- 
flex stimuli to inhibit free bile flow, the corollary 
being that such biliary stasis can contribute to gall- 
stone formation. 

The statement was made earlier that while obes- 
ity was not necessary it was particularly common 
among females with the triad. This same relation- 
ship is found in females with cholelithiasis.’* In 
addition to increasing intra-abdominal pressure 
which could promote hiatus hernia development,”” 
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obesity favors the disposition of fat in the intestinal 
wall making it weak and more susceptible to diver- 
ticula formation under the stress of increased intra- 
colonic pressure.’” 

Mention should be made of the fact that, since 
multiparous females are commonly members of the 
triad group, straining from childbirth may be a 
predisposing cause. Multiparas as a group are also 
known to show an increased incidence of gall- 
bladder disease.’® 

After consideration of the various possible eti- 
ological factors, namely, age, congenital structural 
weakness, constipation, obesity, and multiparity, it 
appears that the triad does not develop in response 
to any single one but more likely as a result of the 
interaction of several of these. 

Pathogenesis.—Because of the necessity of apply- 
ing post hoc reasoning, it is difficult to reconstruct 
the pathogenesis of the triad. According to age 
averages of the individual conditions in this series, 
and even more so in those of other authors, choleli- 
thiasis should develop before diverticulosis coli or 
hiatus hernia. Bockus ** and Blalock ** recorded age 
averages of 42 and 44, respectively, for patients 
with cholelithiasis. There is general agreement 
in the findings of various studies ** that hiatus 
hernia and diverticulosis coli are much more com- 
mon after age 55. 

Some support for the general proposition that 
cholelithiasis is the first condition to appear can 
be found in the postcholecystectomy group of 
this series. Here, the average age at the time of 
operation was 52, whereas the other conditions were 
diagnosed later at an average age of 64. It is granted 
that hiatus hernia or diverticulosis coli may have 
existed undetected during this interval, but the 
implication is that all conditions may not have 
been present at the same time. Palmer made a 
similar observation in some of his patients who were 
followed for several years with x-ray examinations. 

Reference to the dual combination in table 4 
helps shed some light on the matter of what condi- 
tion might follow cholelithiasis, presuming this to 
be the initial one. Because the group with chole- 
lithiasis and diverticulosis coli is 2.5 times larger 
than the group with cholelithiasis and hiatus hernia, 
on a chance basis, it could be expected that diver- 
ticulosis coli is more often the second entity to 
appear, particularly since the average age for both 
combinations was equal (59). It is difficult to draw 
any supporting inferences from other reports in the 
literature on this point because the number of pa- 
tients having all three x-rays is not stated. 

There is doubt if any patient in the group with 
hiatus hernia and diverticulosis coli will ever 
develop gallstones to complete the triad, because 
the factors of age and sex are against it. The 
average age of this group in our series was 65, and 
males constituted nearly 60% of their number. In 
contrast, the average age in both of the other pos- 
sible dual combinations, previously mentioned, was 
59, and over 80% in each were females. Wissmer 
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mentioned a similar male predominance and aver- 
age of 67 among his patients with hiatus hernia 
and diverticulosis coli. 

Clinical Implications.—Awareness as to the exist- 
ence of the triad has practical clinical value. This 
is well illustrated in Palmer’s series where 16 of 
the 24 patients had a cholecystectomy but only one 
had complete relief of symptoms and 9 were un- 
improved. Six of these nine patients later had re- 
pair of hiatus hernia which effected a cure. Palmer 
aptly warns of accepting the most apparent condi- 
tion, usually gallstones in his experience, as the sole 
cause for the patient's difficulty. The reverse of this 
was also true in our series, where 13 of 24 patients 
presented chiefly with symptoms of hiatus hernia. 

Although the main clinical interest in the triad 
centers about cholelithiasis and hiatus hernia, it 
seems worthwhile to point out that in 13 of the 24 
cases in our series, there was x-ray evidence of 
diverticulitis, namely, irritability of the colon in 
the region of the diverticula. While only one pa- 
tient presented with clinical diverticulitis, the others 
are certainly potential candidates for developing 
the condition. 

Summary 


Cholelithiasis, hiatus hernia, and diverticulosis 
coli were found in combination in 24 patients from 
a group of 713 patients, each of whom had been 
studied by cholecystogram, x-ray series of the upper 
gastrointestinal tract, and barium enema. This 
represented an incidence of 3.4%. Another group 
of 58 patients who had undergone cholecystectomy 
were studied by an upper gastrointestinal series 
and barium enema, and 11 were found to have both 
hiatus hernia and diverticulosis coli, for an in- 
cidence of 19%. The triad occurred with a fre- 
quency considerably greater than expected from 
chance alone. 

Age, congenital structural weakness, constipation, 
obesity, and childbearing were considered as con- 
tributory etiological factors, The triad is believed 
to develop as a result of the interaction of several 
of these factors. Females, particularly obese multi- 
paras, were most susceptible in this series, but 
males were not exempt. 

There is indirect evidence to suggest that 
cholelithiasis is the first condition to appear, fol- 
lowed by diverticulosis coli and then hiatus hernia. 
The finding of 75 various combinations in 713 cases 
completely studied indicates the value of doing all 
three x-ray series in patients with gastrointestinal 
complaints. 

When a patient has a history of cholelithiasis or 
demonstrable hiatus hernia, particularly if he is over 
60 years of age, the probability of other triad ele- 
ments being present is greatly increased. Awareness 
as to the likelihood of the triad, particularly when 
one of the member conditions is found or known to 
exist, will aid the clinician in a more accurate ap- 
praisal of the patient’s complete problem. 


1746 K St. N. W., Washington 6, D. C. (Dr. Foster). 
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Leakage of cerebrospinal fluid has been de- 
scribed by many authorities as the basic common 
denominator of spinal-tap cephalalgia. As a result 
many attempts, including adequate hydration, cat- 
gut plugs,’ intravenously given solution of pituitary 
gland extract (Pituitrin), bed rest for 24 hours, 
intravenously given saline solution, and prepunc- 
ture sedation, have been made to prevent this 
leakage and its effects. None has proved entirely 
satisfactory. 

However, without use of the above techniques, 
spinal-tap headache was not evident in approxi- 
mately 125 patients receiving lumbar punctures 
performed by me during a two-year period. After 
the punctures, these patients were told to lie on 
their abdomens for three hours and then become 
ambulatory. This position was selected since it was 
believed that less leakage of spinal fluid would 
occur with the tap site up. 

In order to determine the efficacy of this tech- 
nique, a complete record was maintained for lum- 
bar punctures performed from Sept. 30, 1954, to 
Nov. 20, 1957. In all, 1,094 records of consecutive 
patients were utilized. All taps were performed 
successively, but patients with known cerebral 


From the Department of Surgery, Section on Neurosurgery, University 
of Pittsburgh School of Medicine. (Dr. Brocker is now at the Veterans 
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TECHNIQUE TO AVOID SPINAL-TAP HEADACHE 
Robert J. Brocker, M.D., Pittsburgh 


To prevent cephalalgia after lumbar punc- 
tures certain precautions should be taken. A 
small needle (no. 18) should be used, and 
it should be inserted in such a way as to 
separate rather than cut the dural fibers, 
most of which run longitudinally. After the 
needle is removed the patient should be 
made to lie on his abdomen for three hours 
before ambulation. No. 18 needles were 
used and the dural fibers intentionally cut 
in a test group of 894 patients. They were 
plauced on their abdomens for three hours. 
Cephalalgia followed in four, an incidence 
of less than 0.5%. The same technique was 
followed in a contratest group of 200 pa- 
tients except that for three hours after the 
puncture they were kept supine. The inci- 
dence of cephalalgia in this group was 
36.5%. It is assumed that assumption of the 
prone position staggers the punctures in the 
dura and arachnoid, decreases the potential 
epidural space, and releases the tension on 
the dural and arachnoidal tears; this would 
reduce the loss of spinal fluid. Whatever the 
explanation, the results were convincing. 
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hypertension due to intracranial neoplasms were 
eliminated from the study. There were 894 patients 
who received lumbar punctures with use of the 
above technique, and 200 other patients were 
maintained as a control group. After lumbar punc- 
ture the patients in the control group were placed 
on their back for three hours and then permitted 
to be ambulatory. 

The first 200 patients were from the Veterans 
Administration Hospital, Aspinwall, Pa., and the 
Veterans Administration Hospital, University Drive, 
Pittsburgh. Six hundred ninety-four were from the 
combined private and ward services of Dr. S. N. 
Rowe, J. F. Grunnagle, and A. F. Susen at St. Fran- 
cis General, Western Pennsylvania, Columbia, and 
Presbyterian hospitals in Pittsburgh. An additional 
200 patients for control were from the Veterans 
Administration Hospital on Leech Farm Road and 
the Presbyterian Hospital, Pittsburgh. 


Method 


Patients in both the control and basic groups 
were not specifically asked if they had headaches 
but were questioned carefully as to any discomfort 
they might have. Discomfort of under eight hours’ 
duration was not recorded in the contro] group as 
cephalalgia, but any discomfort was recorded in 
the basic group. No attempt was made to separate 
data on female and male patients, and consecutive 
taps were recorded. 

All punctures were performed with the patients 
in the on-side knee-chest position, and an attempt 
was made to keep the spinal column level by ade- 
quate cushioning. A no. 18, sharp, short, beveled 
needle was used in all instances, with the cutting 
edge perpendicular to the dural fibers in an at- 
tempt to decrease the size of the dural defect and 
therefore the potential for leakage. 

The puncture site was at the fourth lumbar inter- 
space in most instances. All punctures were made 
in the midline. After the initial pressure had been 
recorded, an estimated 12 to 14 cc. of cerebrospinal 
fluid was removed. This volume was periodically 
checked and found to be 13 cc. + 1 ce. 

Prone pressures for 100 patients in the control 
group were obtained after routine puncture, with- 
out removing fluid, by rolling the patients over on 
their abdomens. Prone pressures were taken with 
the thought that the cerebrospinal fluid pressure 
with the patient in the prone pressure position 
might be less than that in the on-side knee-chest 
position. In recording prone pressures, the needle 
measurement in millimeters from point to hub was 
added to the Levinson type manometer reading. 
When the pressure was zero or less, this measure- 
ment was recorded as the pressure. The average 
prone pressure as determined may, therefore, be 
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higher than it actually should be. The first 240 
spinal punctures were used to determine average 
spinal fluid pressure. They were done in the usual 
manner with the patient in the on-side knee-chest 
position. 


Epidural Pressure 


No special effort to reduce the negative epidural 
pressure need be made when performing a lumbar 
puncture. Reducing it may even be a potential 
hazard due to introduction of contaminated air into 
the epidural space. Epidural pressures were taken 
in 16 patients and found to vary from 0 to 286 mm. 
of isotonic sodium chloride solution. These pressures 
were measured by turning the Levinson type mano- 
meter (one section) toward the floor with its tip 
immersed in a sterile wide-based container of iso- 
tonic sodium chloride solution. The spinal needle 
was attached to a three-way stopcock and advanced 
slowly until the epidural space was entered. None 
could be recorded with the patient in the abdomi- 
nal position. 

Negative epidural pressure is formed in the on- 
side knee-chest position by tensing the dura over 
the vertebral bodies and pulling it away from the 
lamina, thereby forming a void with negative pres- 
sure. This can be demonstrated by having the 
patient slowly extend his knees while on his side; 
the negative epidural pressure will then be elevated 
to zero and, upon flexion, will increase with in- 
creasing flexion. 

During the operation for herniated nucleus pul- 
posus with the patient in the prone position, one 
usually has the patient flexed. At the end of the 
procedure the patient is extended, thus permitting 
the dural sac to expand. At this point one notices 
that the epidural space posteriorly is obliterated 
by the dura coming into contact with the epidural 
fat and lamina of the vertebral body. In addition, 
one can often see the dura migrate cephalicly dur- 
ing extension. A roentgenogram to demonstrate the 
migration of the caudal dural sac during flexion is 
noted in the figure. When a patient is permitted to 
extend again, this tension is released and the dura 
slides back over the arachnoid, staggering corre- 
sponding points, and again it comes in closer con- 
tact with the lamina, obliterating the relative 
epidural space. 

Findings 

There were 894 on-side knee-chest position lum- 
bar punctures performed utilizing no. 18 needles 
with the cutting edge perpendicular to and there- 
fore cutting the dural fibers. Patients were rolled 
onto the abdomen immediately after the needle 
was withdrawn, and any discomfort was recorded. 
Only four patients (0.447%), cases 26, 539, 800, and 
888, developed post-tap cephalalgia. 
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Two of these patients had proved expanding in- 
tracranial lesions, and in the other two patients 
brain tumor was suspected. The 26th and 539th 
patients had intracranial neoplasms and no com- 
plaint of headaches prior to the taps; they devel- 
oped typical postpuncture cephalalgia. Both of 
these patients had normal pressures. The 26th, a 
24-year-old male who had a sterile frontal abscess 
secondary to a gunshot wound, had post-tap cepha- 
lalgia for five days; the 539th, a 38-year-old male 
who had a craniopharyngioma, had postpuncture 
cephalalgia for six days. 

A 24-year-old male (case 800), who was dis- 
charged with the diagnosis of demyelinating dis- 
ease, etiology undetermined, and suspicion of brain 
tumor, had post-tap headache for 48 hours. The 
888th patient was a 16-year-old female with a con- 
vulsive disorder of seven days’ duration, and she 
had discomfort for five days. However, in this in- 
stance the needle was passed completely through 
the dural sac into the vertebral body anteriorly. 
The patient was discharged with the diagnosis of 
convulsive disorder of unknown etiology. 

The 200 patients used for the control group were 
placed on their backs for three hours and then per- 
mitted to be ambulatory. An incidence of 36.5% 
postpuncture headaches occurred for this group. 
In 100 patients with prone pressure there was 38% 
cephalalgia; in 100 without prone pressure there 
was 35% cephalalgia. The average pressure in 240 
patients in the on-side knee-chest position was 133.5 
mm. of cerebrospinal fluid; the average pressure in 
100 patients in prone position was 130.97 mm. The 
average incidence of postpuncture cephalalgia with 
no. 18 needles, in the literature, is 41%; the inci- 
dence in 894 patients in this study was 0.45%. The 
incidence of postpuncture cephalalgia in 894 pa- 
tients without intracranial neoplasms was 0.22%. 


Summary and Conclusions 


There were 894 on-side knee-chest position lum- 
bar punctures performed with a no. 18 needle 
cutting the dural fibers. The patients were then 
kept on their abdomens for three hours before 
ambulation. Four patients, an incidence of less 
than 0.5%, had post-spinal-tap cephalalgia. Two of 
the patients who developed spinal-puncture cepha- 
lalgia had proved expanding intracranial lesions, 
and in the other two patients brain tumor was 
suspected. In the control group 200 on-side knee- 
chest lumbar punctures with no. 18 needles were 
performed, and the patients were kept on their 
backs for three hours before ambulation. There 
was an incidence of 36.5% postpuncture cephalalgia 
in the control group as compared to the literature 
average of 41% with no. 18 needles. 

The most important contributing factor in pre- 
venting spinal-puncture cephalalgia is the use of 
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the prone position. This is due to vertebral axis 
extension and its effects on the lamina, epidural 
fat, dura, and arachnoid relationships. 

To prevent spinal fluid leakage after lumbar 
puncture, the dural and arachnoid rents should be 
separated as soon as possible after removal of the 
needle by placing the patient in extension of his 
abdomen. In addition, extension releases the ten- 
sion on the dural and arachnoid tears. A small 
needle should be used, and the dural fibers should 
be separated rather than cut, by inserting the cut- 
ting edge parallel to them to minimize the size of 
the dural and arachnoid tears and subsequent 
spinal fluid loss. 

Negative epidural pressure is significant in es- 
cape of cerebrospinal fluid and is produced in the 
lumbar area only by flexion. This is the result of 


Myelograms; left, patient on his back with thighs flexed 
at 75 degrees and legs extended; right, patient flat on his 
back with legs and thigh in anatomic position. Note dis- 
tances that corresponding points have migrated. 


the void produced by tensing the dural sac over 
the vertebral bodies and is nonexistent in extension. 
Therefore, the incidence of spinal-puncture cepha- 
lalgia is minimal when patients are immediately 
placed on their abdomens after lumbar puncture. 
They should remain there for a period of three 
hours before becoming ambulatory. A patient with 
postpuncture syndrome should be placed on his 
abdomen and treated symptomatically until the 
symptomatology subsides. 

Veterans Administration Hospital, Leech Farm Road (6). 
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COXSACKIE B 


Viruses of the Coxsackie groups are so named be- 
cause they were first isolated in 1948 from stools of 
children living in Coxsackie, N. Y. The viruses are 
characterized by their physical and biological prop- 
erties, especially those of producing disease in suck- 
ling mice.' On the basis of the pathological lesions 
produced in mice and antigenic composition, the 
viruses are divided into two groups. Group A Cox- 
sackie viruses induce flaccid paralysis and marked 
muscle degeneration in suckling mice but no signifi- 
cant central nervous system lesions. All members 
of this group, now numbering over 20, share com- 
mon complement-fixing antigenic components. A 
few types of group A viruses have been associated 
with herpangina in man, and recently some cases of 
herpangina have been accompanied by parotitis. 
Certain tvpes_of group A have been associated with 
acute aseptic meningitis, and type 7 has been shown 
to produce poliomyelitis-like lesions in monkeys. 
This type is identical to Russian poliovirus type 4 
isolated from stools of Russian children during 
the acute phase of a clinical illness characteristic 
of paralytic poliomyelitis.’ 

As opposed to this, viruses of group B in suckling 
mice tend to cause encephalomyelitis, pancreatitis, 
focal myositis, and fat necrosis. Only five types of 
group B are distinguished serologically. In man, 
infection by group B Coxsackie viruses may induce 
epidemic pleurodynia or myalgia or in infants an 
acute encephalomyocarditis.” Sporadic infections 
have been associated with an acute febrile disease 
which is occasionally accompanied by headache, 
pleuritic chest pain, testicular pain, diphasic fever 
curve, pericarditis, or nuchal rigidity. In addition, 
Coxsackie B viruses are one of the commonest 
causes of aseptic meningitis, some cases of which 
may be accompanied by minimal muscle weakness. 

The diagnosis of Coxsackie virus infection is us- 
ually made by the isolation of the virus in either 
suckling mice or appropriate tissue culture from 
stool or anal swab specimens. The presence of in- 
fection is confirmed serologically by the demonstra- 
tion of a rise in virus-neutralizing antibodies occur- 
ring during the illness as measured in the serums 
during the patient’s acute and convalescent stages. 
Somewhat less frequently, virus can be isolated from 
swabs of the throat. 


From the Laboratory of Clinical Investigation (Dr. Utz) and the 
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VIRUS INFECTION 
PRESENCE OF VIRUS IN BLOOD, URINE, AND CEREBROSPINAL FLUID 


John P. Utz, M.D. 


Alexis I. Shelokov, M.D., Bethesda, Md. 
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A 40-year-old male biochemist had an 
intermittent fever over a period of nine days. 
The only significant symptoms were malaise, 
chilliness, sweating, headache, myalgia, and 
minimal stiffness of the neck. The results of 
laboratory tests differed but little from the 
normal, except that the urinary excretion of 
phenoisulfonphthalein was consistently de- 
layed. Since the patient had been working 
with viruses for four years, inoculations were 
made into monkey kidney tissue cultures and 
Hela tissue cultures, using specimens of 
blood, urine, and cerebrospinal fluid as well 
as swabs from throat and anus. Intraperito- 
neal and intracerebral inoculations were also 
carried out in mice. The specimens of urine 
were prepared for inoculation by a concen- 
tration technique. The organism was identi- 
fied as a Coxsackie B virus, and it appeared 
in a urine specimen collected on the fourth 
day of illness. It was also found at various 
times in the blood, cerebrospinal fluid, and 
pharyngeal and anal swabbings. Its appear- 
ance in the urine suggests viral infection of 
the kidney as the probable cause of the 
retention of phenolsulfonphthalein. 


Although there have been only a few reports * of 
the presence of Coxsackie virus in the cerebrospinal 
fluid ( viraliquoria ) at the present time virus can be 
recovered from the cerebrospinal fluid of a low per- 
centage of patients with otherwise proved Coxsackie 
viral meningitis. (We have used and propose the 
term viraliquoria as a term of convenience to indi- 
cate the presence of virus in the cerebrospinal fluid. 
We prefer viraliquoria to viralrrhachia as it seems 
more important to us to emphasize the relationship 
of virus to fluid rather than to spine.) We have been 
able to find only three reports of the presence of 
Coxsackie B virus in blood (viremia), and in only 
one of these instances * was the isolation associated 
with disease. We know of one previous report ° of 
the presence of Coxsackie B virus in human urine 
( viruria *). 

In this paper will be described clinical and labo- 
ratory studies of a patient with infection by Cox- 
sackie virus, group B, type 3, from whom virus was 
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cultured at varying times from blood, urine, cerebro- 
spinal fluid, and swabs of the throat and anus. These 
isolations will be correlated with the clinical course 
of the patient and their implications discussed. 


Methods 


Specimens from a patient were examined in one or 
both of two virology laboratories. The methods used 
in each laboratory have already been described “ 
except as specifically noted below. Al! specimens 
were inoculated into monkey kidney tissue culture, 
and most specimens were inoculated into HeLa cell 
tissue culture. Most specimens were also inoculated 
intraperitoneally (0.04 ml.) and intracerebrally 
(0.02 ml.) into Swiss white mice of less than 24 
hours of age. The specimens of urine were prepared 
for inoculation by a concentration technique devel- 
oped in one of the laboratories. 
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Physical examination at the time of admission to the 
Clinical Center disclosed a febrile, acutely ill man. The 
pulse was 84 per minute, temperature 38.2 C (100.8 F), 
and blood pressure 125 mm. Hg systolic and 80 diastolic. 
The pharyngeal mucosa was slightly less reddened than 
previously, and there was minimal nuchal rigidity. The 
neurological examination was otherwise negative, and the 
other physical findings were the same as those on May 23 

Laboratory studies showed a hemoglobin level of 14.5 
Gm. per 100 ml. and a leukocyte count of 6,000 per cubic 
millimeter, with 65% neutrophils, 29% lymphocytes, 
4% monocytes, and 2% eosinophils. The erythrocyte sedi- 
mentation rate was 20 mm. per hour (Westergren). The 
C-reactive protein value was 4+. The blood urea nitrogen 
level was 13 mg. per 100 ml. The total serum protein level 
was 6.8 Gm., serum albumin level 3.3 Gm., and serum 
globulin level 3.5 Gm. per 100 ml. The serum bilirubin and 
serum alkaline phosphatase levels and cephalin flocculation, 
thymol turbidity, and serum glutamic oxalacetic transaminase 


This method will be reported in 
detail elsewhere.* 


Report of a Case 


A 40-year-old male biochemist had 
been working with a variety of vi- 
ruses for four years prior to the onset 
of illness. From April 25 to May 9, 
1957, he had been intermittently 
studying strains of Coxsackie B3 vi- 
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rus. Although no laboratory accident 
was known to have occurred, there 
was ample opportunity for exposure 
to infectious virus. On May 19, 1957, 
an illness developed characterized by 
malaise; myalgia, especially of the 
lower extremities; fever, with tem- 
perature elevation to 39 C (102 F): 
chillness; and sweating. Onset of ill- 
ness followed two to three hours’ 
work in a drizzling rain. The next is 
day, May 20, the patient’s tempera- 9 
ture was still elevated at 38.5 C (101 wi 
F); he was examined, and cultures 
were taken. On physical examination 
the patient appeared acutely ill, and 
there was minimal tenderness on fist 
percussion in the right costovertebral area. On May 21 he 
had a shaking chill and began to have moderately severe 
generalized headache. On May 23, he had another shaking 
chill lasting about 30 minutes; he was examined, and cultures 
were taken again. Physical examination on this date dis- 
closed tonsillar enlargement, grade 2, and palatal and 
pharyngeal erythema. Fist percussion of the lower right side 
of the thorax laterally produced mild abdominal discomfort. 
The edge of the spleen was felt 2 cm. below the left costal 
margin. The patient appeared acutely ill, and hospitaliza- 
tion was recommended. However, he felt so much better 
during the afternoon of that date and during the next two 
days that admission to the hospital was deferred. 

On the evening of May 25, the patient noted the return of 
fever and headache. On the morning of May 26, his tem- 
perature reached 40 C (104 F), and he was admitted to the 
Clinical Center of the National Institutes of Health. With 
this illness there was no nausea; diarrhea; chest or abdominal 
pain; eye, ear, nose, or throat complaints; change in mental 
status; urinary tract symptoms; or subjective stiffness of the 
neck. He had been treated symptomatically with acetylsal- 
icylic acid; no antimicrobial drugs had been given. The 
temporal relationship of symptoms to temperature elevations 
are shown in the figure. 


ANAL SWAB + 


COXSACKIE B-3 | 

ANTIBOOY TITERS | 

OTHER LAB STUDIES 
esr 


BUN 
psp 2° TOTAL | 
cSF CELLS q 


100 TCID.. ) 


JUNE 


Relationship of viral isolation to clinical illness and laboratory studies. ( ° Figures 
for Coxsackie B3 antibody titers represent reciprocals of serum dilutions neutralizing 


values were normal. The results of standard urinalysis were 
normal. Cumulative phenolsulfonphthalein excretion was 
18% at 15 minutes, 34% at 30 minutes, and 48% at 120 
minutes. Cerebrospinal fluid, removed under an_ initial 
pressure of 170 mm. H.O, was slightly cloudy and contained 
147 leukocytes, all of which were lymphocytes. The cerebro- 
spinal fuid glucose level was 57 mg. per 100 ml. ( Nelson- 
Somogyi method), protein level 49 mg. per 100 ml. (Ling 
tyrosine method), and chloride level 120 mEq. per 
liter. Smears and cultures for fungi, bacteria, and myco- 
bacteria were negative. The chest roentgenogram showed 
no change from previous films. The results of some of these 
laboratory studies and the subsequent determinations on the 
abnormal and significant tests are shown in the figure. 

During the first 36 hours of hospitalization the patient's 
temperature returned to normal and remained so throughout 
his stay. Concurrently the symptoms of malaise and myalgia 
disappeared. After the second lumbar puncture, June 3, the 
patient was gradually ambulated. He continued to complain 
of easy fatigue for a period of approximately three weeks 
after onset of illness, after which he has remained entirely 
asymptomatic. 
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Results of Viral Cultures 


The results of tissue culture and suckling mice 
inoculation are shown in the table. A specimen was 
marked as positive after it had been found to con- 
tain virus by either isolation technique in either or 
both laboratories. The relationship of viral isolation 
to clinical illness and laboratory studies is shown in 
the figure. Virus was recovered from the blood only 
early in the illness and, in this case and one other,” 
five to six days prior to the appearance of clinical 
findings of meningitis. Virus was isolated from 
throat and anal swabs both early and relatively late 
in the illness. No viral isolations were made after 
the patient had been afebrile 24 hours (May 28). 


Comment 


The illness in this patient was characterized by 
fever which occurred over a period of nine days and 
was accompanied by only a few other symptoms. 


Coxsackie B3 Isolations in Tissue Cultures and Suckling Mice 


First Second 
Laboratory Laboratory 
Date, Tissue Suckling Tissue Suckling 
1957 Specimen Culture Mouse Culture Mouse 
Anal swab 0 + 
Blood ane 
Throat swab + + + 
Urine + 0 
Anal swab ese ose 0 
Blood 0 
Throat swab 0 
Anal swab + 
Cerebrospinal fluid 0 0 + 
Throat swab 0 0 
Urine 0 0 0 
Anal swab nee 
Blood 0 eee 0 
Throat swab 0 
Throat swab 0 0 
Anal swab 0 0 pare 
Urine 0 0 
Of Throat swab 0 0 
G/ ‘Throat swab 0 0 0 
Urine 0 oth 0 0 
Cerebrospinal fluid 0 as 0 0 


The symptom and finding that pointed to localized 
disease were the headache and the minimally stiff 
neck. The history of exposure and the biphasic 
course of fever which we have observed in a num- 
ber of other patients with Coxsackie infections were 
the only aspects of the illness prior to hospitaliza- 
tion that suggested infection by Coxsackie B virus. 
It is worthy of note that during the 36-hour period 
prior to admission during which fever was absent 
the patient felt that he had recovered, and he was 
able to engage in vigorous physical activity. 
Laboratory studies during the course of illness in 
general yielded results that were minimally ab- 
normal. The leukocyte count was normal during the 
period of fever and reached a value of 10,700 per 
cubic millimeter on the 11th day of illness only. The 
erythrocyte sedimentation rate increased to 32 mm. 
per hour. The serum globulin level of 3.5 Gm. per 
100 ml. declined to 2.8 by the 16th day of illness. 
Although the serum transaminase level fell from 29 
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to 12 units, both values were within the range con- 
sidered normal for the Clinical Center laboratory. 

The urinary excretion of phenolsulfonphthalein 
was, however, delayed. The cumulative total excre- 
tion two hours after injection of the dye was 48 and 
50% on June 3 and June 11 respectively. These val- 
ues, as well as the percentage of the dye excreted 
15 minutes after injection (18 and 16%, respectively, 
on these dates), were below the minimal figures 
found in normal subjects.'° The cumulative excre- 
tion of dye 15 minutes and two hours after injection 
on July 9 and Oct. 10, although below average, was 
within the range of minimal values. Prior to this ab- 
normal phenolsulfonphthalein excretion value there 
had been no history of acute or chronic renal dis- 
ease. Blood urea nitrogen levels and the results of 
urinalyses of single morning specimens on the 5th, 
llth, and 24th day of illness were normal. Viruria, 
however, did occur. 

Viruria in man was first reported by Jonesco,"’ in 
1927, in rabies infection. In 1938 Lepine and Saut- 
ter '* reported the presence of lymphocytic chorio- 
meningitis virus in urine. Russian spring-summer 
virus has been found in urine of patients, according 
to Smorodintseff.'* Howitt,° in 1950, reported the 
recovery of a virus of the Coxsackie group from one 
specimen of urine. No details of the case were giv- 
en. Weller and others,’ in 1956, isolated virus from 
urine of two patients with illnesses resembling that 
of cytomegalic inclusion disease. Utz and others “ 
isolated mumps virus from the urine of six patients 
with an illness clinically characteristic of mumps. 
In addition, viruses have been recovered from the 
urine of animals naturally or artificially infected 
with the following diseases: foot and mouth disease, 
canine distemper, equine infectious anemia, psitta- 
cosis, feline infectious enteritis, cattle plague (rind- 
erpest ), and African horse sickness. Despite viruria 
in each of the above infections, the presence of vi- 
rus in urine is not suspected usually, and urine is not 
listed '° as a specimen to be studied in the diagnosis 
of any viral disease in man. 

Certain difficulties have been encountered in the 
search for virus in urine. It has been observed “ 
that mumps virus could not be isolated from speci- 
mens of urine that had remained for a number of 
hoprs at room temperature or that had been frozen 
and thawed. Urine had previously been observed “ 
to have a toxic effect on the cells of tissue cultures. 
It was found necessary to make a tenfold dilution of 
urine in saline solution prior to its inoculation into 
tissue culture tubes. The detrimental effect on virus 
and the necessity for dilution of the specimen prior 
to inoculation may have been factors in the past 
that reduced the chance of obtaining virus from 
urine specimens. 

How can the presence of virus in urine be ac- 
counted for? One possibility might be that virus is 
present in urine as a result of “spill over” from 
blood. In the case of this particular patient, how- 
ever, no virus could be detected in a specimen of 
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blood obtained approximately five minutes prior 
to the collection of the positive urine specimen. 

Another possibility is that the virus was present 
in blood but masked by antibodies. With filtration 
through the glomerulus, dissociation of the virus- 
antibody combination may have occurred. In sup- 
port of this is the observation '* that there is at 
least a thousandfold difference in the amount of po- 
tential antibody (globulin) material present in 
blood and urine. 

A third possibility is that there were so few in- 
fecting virus particles in the blood that they could 
only be demonstrated after concentration of glomer- 
ular filtrate and virus in the renal tubules. To in- 
vestigate this possibility, twofold serial dilutions 
were made of the original suspension of material 
obtained by high-speed centrifugation of urine. 
This specimen by this time had undergone two 
freezings and thawings. Studies of this specimen 
revealed that there were at least 10 but less than 
20 tissue-culture infective particles per milliliter of 
original urine. This low figure would appear to be 
compatible with the possibility that extremely small 
amounts of virus in blood were concentrated and 
detected in the urine. 

A fourth explanation is that a virus was propa- 
gating in the cells of the urinary tract, especially 
those of the kidney. The evidence that monkey and 
human kidney cell tissue cultures are excellent me- 
diums for the growth of many viruses supports this 
possibility. In addition, monkey kidneys obtained 
for tissue culture are occasionally infected or con- 
taminated by (simian) viruses.’ It is recognized, 
however, that such tissue cultures bear little re- 
semblance histologically and physiologically to the 
intact kidney. 

Microscopic lesions have been seen in kidneys 
from patients who had had various viral diseases 
including poliomyelitis, influenza, mumps, measles, 
infectious hepatitis, chickenpox (varicella), epi- 
demic (St. Louis type) encephalitis, yellow fever, 
and cytomegalic inclusion disease. Abnormal results 
of urinalyses and other tests of renal function dur- 
ing clinical illness have further suggested to clini- 
cians that the kidney may be involved in a number 
of viral infections. Recently, Bates and co-workers '* 
have speculated that a virus may be the cause of 
some cases of acute nephritis unrelated to group A 
hemolytic Streptococcus. The isolation from urine 
of the viruses already mentioned, and the suggestion 
of concurrent abnormal renal function in our pa- 
tient, again raises the possibility of viral infection of 
the kidney and damage to the kidney by virus. 
From these considerations it would seem that the 
hypothesis of renal viral disease is of both long 
standing and recent interest and needs further 
investigation. 

Summary and Conclusions 


A patient became ill with an aseptic meningitis 
syndrome and infection with Coxsackie virus, group 
B, type 3. During the course of this illness one test 
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of renal function was consistently abnormal. Virus 
was present in the anal swab, throat swab, blood 
(viremia), cerebrospinal fluid (viraliquoria), and 
urine (viruria). There are several possible mecha- 
nisms by which the virus may have been excreted in 
urine. The presence of virus in urine and abnormal 
renal function studies should lead to a consideration 
of the hypothesis of renal viral disease. 
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Modern urbanization has given rise to complex 
methods of dealing with community health prob- 
lems. No longer is the practicing physician who 
serves the individuals in an area also able to per- 
form effectively the additiona] duties of physician 
to the community as a whole. Problems of general 
community health have often been left to the vari- 
ous public and voluntary health services which 
have arisen to meet these needs. The funds to 
support these organized activities derive from gov- 
ernment subsidies and from voluntary contributions 
to the national and local health and welfare agen- 
cies. Their personnel consists of individuals paid 
by the government and by voluntary agencies and 
of countless public-spirited volunteers who willingly 
and enthusiastically work in areas of their special 
interests or for the general health and welfare of 
the community. Many physicians, as individuals, 
serve these agencies in advisory or service capaci- 
ties, but the medical profession as a whole is seldom 
able to fulfill completely its traditional and ideal 
role of serving as physician to the community in 
guiding and directing these activities. As a result, 
much of the planning and many of the research, 
education, and service functions in the field of 
community health are now recognized as responsi- 
bilities of the public and voluntary health and 
welfare agencies. 

The Health Council of the United Community 
Fund of San Francisco is composed of over 200 
individuals drawn from the medical profession and 
from the community. The members of the council 
serve on the board of directors or in an executive 
capacity in a public or voluntary health agency or 
have a special interest in the health needs of the 
community. In 1956, the Health Council undertook 
a broad two-year survey (1) to identify and ana- 
lyze health and rehabilitation needs in San Fran- 
cisco, (2) to ascertain what public and voluntary 
services are available to meet these needs, (3) to 
determine on the basis of informed opinion the 
gaps in service, the barriers to utilization of existing 
services, and the need for modification or strength- 
ening of services, and (4) to involve those persons 
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A questionnaire provided a means where- 
by participating physicians could and did 
report on the health and welfare needs of 
persons who came to them for medical care. 
The greatest unmet needs for services or 
facilities in San Francisco were alcoholism; 
other mental illness or emotional disturbance; 
paralytic conditions (other than poliomyeli- 
tis), including those resulting from strokes; 
arthritis and rheumatism; cancer; and mental 
retardation. The response to the question- 
naire indicated an unexpected degree of 
interest on the part of physicians. The medi- 
cal profession as a whole is seldom able to 
fulfill completely its traditional and ideal role 
of serving as physician to the community in 
guiding and directing all health activities. 
Much of the planning and many of the re- 
search, educational, and service functions in 
the field of community health are now recog- 
nized as responsibilities of the public and 
voluntary health and welfare agencies. 


who can contribute their knowledge and experience 
to this study and help mobilize community effort 
to carry out its recommendations. 

Recognizing the fundamental role of the practic- 
ing medical profession in community health, the 
Health Council, in conjunction with the San Fran- 
cisco Medical Society, developed a four-page ques- 
tionnaire for the purpose (1) of ascertaining the 
experience of practicing physicians in relation to 
community health problems and (2) of determining 
the degree of participation of practicing physicians 
in community health activities. The results of the 
survey are summarized in this report. 


The Responses 


The response to the questionnaire indicated an 
unexpected degree of interest on the part of the 
doctors. The questionnaire was sent to 1,579 physi- 
cians, of whom 838 (53%) responded. This report, 
however, is based on only 801 returns; the answers 
of 24 physicians who participated in pretests were 
omitted, as were 13 responses received after the 
results were tabulated. Among the doctors partici- 
pating, general practice and the specialties were 
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proportionately represented according to a survey 
by the San Francisco Medical Society of its mem- 
bers in 1954. Over 86% of the respondents were 
self-employed; approximately 5% were employed 
by the government. Many of the self-employed 
physicians also had part-time private or govern- 
mental employment. 

Physicians’ Assessment of Needs and Services.— 
Some of the more significant questions asked and 
a tabulation of the most frequent answers by the 
physicians participating in the survey are listed 
here. 

Question: In the past month has any patient in 
your care needed services, irrespective of whether 
the service was secured, other than the diagnosis 
and treatment which you provide? 

Ninety per cent of the physicians indicated a 
need by patients for one or more such services. The 
most frequently noted services, with the percentage 
of doctors noting the need, are as follows: psychi- 
atric diagnosis and treatment, 62.2%; physical thera- 
py, 56.5%; financial aid, 48.2%; home nursing, 47.0%; 
and long-term institutional care, 36.4%. 

Qvestion: In the past month have you referred 
any patient to any of the following for information 
about services or to secure such services? 

A number of health and welfare agencies were 
listed. Seventy-nine per cent of the physicians re- 
ported referrals to one or more agencies. The most 
frequently used agencies and the percentage of 
respondents reporting referrals are as follows: De- 
partment of Public Health, 42.6%; Visiting Nurse 
Association, 38.3%; psychiatric clinics, 35.3%; Vet- 
erans Administration, 30.9%; State Department of 
Employment, 17.3%; family service agencies, 16.7%; 
and State Bureau of Vocational Rehabilitation, 
14.2%. 

Question: Taking into consideration the varied 
medical, psychosocial, and vocational aspects of 
rehabilitation, and in the light of your. experience 
and observation, select and list below three condi- 
tions where there appears to be the greatest unmet 
needs for services or facilities in San Francisco. 

Nineteen illnesses or conditions were listed, and 
an additional space for “write-in” was provided. 
Items checked by more than 10% of the participants 
included the following categories: alcoholism, 
45.8%; other mental illness or emotional disturb- 
ance, 35.6%; paralytic conditions (other than polio- 
myelitis), including those resulting from strokes, 
28.6%; arthritis and rheumatism, 16.5%; cancer, 
14.2%; and mental retardation, 12.1%. 

Question: Considering each aspect of rehabilita- 
tion, and in the light of your experience and ob- 
servation, in which areas does it seem that sufficient 
services are available to San Franciscans with seri- 
ous illnesses or conditions of a handicapping nature? 

A check list was provided to indicate “more serv- 
ices needed,” “sufficient services available,” or “don’t 
know.” The highest number of doctors checked 


“more services needed” for the following items, in 
this order: (1) hospitals for the chronically ill or 
long-term patient, (2) nursing home or convales- 
cent home care, (3) psychiatric diagnosis or treat- 
ment, (4) social and recreational opportunities for 
the aging, (5) home nursing, and (6) psychological 
testing and counseling. 

Question: What do you regard as the two or 
three top priorities to which our community ought 
to give more attention in health promotion and care? 

Fifty-two per cent of the respondents offered 
suggestions. The most frequent were mental health, 
excluding alcoholism, 50.8%; alcoholism, 28.1%; 
care and rehabilitation of the chronically ill and 
physically handicapped, 22.5%; and the problems of 
the aged, 20.6%. 

Participation of Practicing Physicians in Com- 
munity Health and Welfare Activities.—Seventy- 
three per cent of the doctors who responded were 
currently giving volunteer service on the staff of a 
hospital or clinic which provided free or part-pay 
care. Twenty-two per cent of the respondents were 
serving as board members or in an advisory ca- 
pacity in a voluntary health or welfare agency. 
Nine per cent reported similar service with govern- 
mental agencies. 


Limitations of the Questionnaire 


Although the percentage of respondents was rela- 
tively high for a mailed questionnaire of this type, 
there is undoubtedly an element of self-selection 
which differentiates respondents from nonrespond- 
ents. On many points, such as the number of serv- 
ices connected with rehabilitation, the number of 
“don’t know” answers was relatively high. This is 
probably related to the nature of certain types of 
practice which do not require familiarity with such 
services. It was often difficult to determine whether 
the respondent was reporting on matters familiar 
or unfamiliar to him. The quantitative data are only 
estimates and based on recall. The research intru- 
ment did not lend itself to obtaining important 
demographic and epidemiologic data. A “built-in 
bias” was evident in the relative ease with which 
respondents answered questions where a check list 
was provided, compared with their difficulty with 
open-ended questions which gave an opportunity 
to include additional material not suggested by a 
check list. 


Usefulness of the Questionnaire 


The questionnaire provided a means whereby 
the participating physicians could and did report 
on the health and welfare needs of individuals who 
came to them for medical care. Their experience 
and informed opinion made an invaluable contribu- 
tion to an over-all assessment of community health 
needs and resources. An analysis of the “don’t know” 
answers will provide useful material for professional 
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education, for schools of medicine, public health, 
nursing, and social welfare, and for health educa- 
tion of the public. It is anticipated that the results 
of the questionnaire will serve as a stimulus for 
further programs of research, education, and serv- 
ice in the areas of greatest need in San Francisco, 
which the physicians emphasized by their over- 
whelming concern with mental health, alcoholism, 
care and rehabilitation of the chronically ill, and 
the problems of the aged. Finally, the questionnaire 
served as a medium for the medical profession as 
a whole to play its traditional role of physician to 
the community through active participation in a 
program of health and welfare planning. 
Summary 

An experience with a community fund health 
council questionnaire for practicing physicians in- 
volved a questionnaire, developed with the coopera- 
tion of the San Francisco Medical Society, which 
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was completed by 838 (53%) of the 1,579 practicing 
physicians in San Francisco to whom it was sub- 
mitted. An assessment of local health and welfare 
needs and services by practicing physicians has 
been made available to the planning group of the 
United Community Fund of San Francisco and 
other interested agencies. Seventy-three per cent 
of the physicians reported giving volunteer service 
on a staff of a hospital or clinic which provides free 
or part-pay care to patients. Twenty-two per cent 
have served on the board of directors or in an ad- 
visory capacity in a voluntary health or welfare 
agency. 
909 Hyde St. (9) (Dr. Watts). 


Copies of the questionnaire submitted to the doctors and 
a 24-page summary and interpretation of the data, entitled 
“San Francisco Doctors Report on Community Needs and 
Resources in Health and Rehabilitation,” February, 1958, 
are available for $1.00 from the United Community Fund 
of San Francisco, 2015 Steiner St., San Francisco 15. 


CLINICAL NOTES 


Cyclic neutropenia was first reported by Leale ' 
in 1910. In 1946, Reimann and de Berardinis * col- 
lected 13 cases from the literature, reported 1 of 
their own, and briefly abstracted two others which 
were previously unpublished. One of the latter is 
reported here in more detail. 

Thirteen case reports * other than the 16 sum- 
marized by Reimann and de Berardinis have ap- 
peared in the literature. In none of these has there 
been any evidence of this entity appearing in more 
than one member of the family. The subject of this 
report is two cases of cyclic neutropenia occurring 
at a young age in a father and daughter. 


Report of Cases 


Case 1.—A boy was first seen in 1941 at the age of 14 
years. His family stated that he had had furunculosis at the 
age of 6 weeks and bronchopneumonia at 18 months. Since 
the age of 2 years frequent “strep throats” had occurred, 
associated with ulceration of the oral and pharyngeal mucous 
membrane, fever, and irritability. “Boils” on the skin were 
also reported as occurring during some of the episodes of 
mucous membrane lesions. The family history was non- 
contributory, and there was no history of allergy in the 
patient or his family. 


From the departments of medicine, Northwestern University Medical 
School, Chicago Wesley Memorial Hospital, and Passavant Memorial 
Hospital. 


CYCLIC NEUTROPENIA IN A FATHER AND DAUGHTER 
Betty M. Hahneman, M.D. 
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Physical examination revealed no lymph node enlarge- 
ment; the liver and spleen were not palpable. Granular 
swollen gums were present. During the period of observa- 
tion, from September, 1941, to February, 1942, neutropenia 
appeared at intervals of 18 to 21 days, except that on one 
occasion the expected episode did not occur. Unfortunately, 
no blood cell count was obtained at this time, so it could 
not be determined whether there was an asymptomatic 
neutropenic period or a skipping of the period. During the 
attacks the white blood cell count ranged from 3,600 to 
4,850 per cubic millimeter, with almost complete absence of 
neutrophils, and monocytes 18 to 36% (table 1). No anemia 
or thrombocytopenia was observed. 

Bone marrow examination was performed on Oct. 17, 
1941, at which time the white blood cell count was 4,350 
per cubic millimeter, with no neutrophils seen in the 
peripheral blood. The marrow appeared hypocellular, and 
there was nearly complete absence of the neutrophilic granu- 
locytic series, with myeloblasts, 2%; progranulocytes, 7; 
myelocytes: neutrophils, 1, eosinophils, 2, and basophils, 1; 
metamyelocytes, 2; band cells, 1; segmented cells: neutro- 
phils, 1, and eosinophils, 5; lymphocytes, 70; and monocytes, 
8; and with rubricytes, 2, and metarubricytes, 20 per 100 
leukocytes. 

Further blood cell counts were not obtained, since the 
patient lived at some distance from Chicago and his family 
was not cooperative about obtaining counts at a local hos- 
pital. 

The patient was next seen in May, 1957, at which time 
he stated that the episodes of fever and oral ulcers had 
gradually become milder and less frequent and had ceased 
entirely at the age of 18 years. He had been well while 
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serving in the Army for several years, except for an abscess 
under the left jaw which was drained. No mention of the 
blood cell count was made to him at that time. Physical 
examinations twice yearly by his own physician had been 
normal. On May 21, 1957, the hemoglobin level was 15.5 
Gm. per 100 cc., the white blood cell count 7,250 per cubic 
millimeter, and the differential count as follows: segmented 
neutrophils, 68%; eosinophils, 2; basophils, 1; lymphocytes, 
19; and monocytes, 10. The platelets appeared normal, and 
the red blood cells revealed only slight anisocytosis. Findings 
on an electrophoretic study of serum proteins were normal. 


Tasce 1.—Differential Blood Cell Count of Patient 
in Case 1 When First Seen 
White Neutrophils, % 


Blood Cells — a 
per Seg Band Monocytes, 


Date Symptoms Cu. Mm mented Cells % 
9 30 41 + 1 33 
+ 41.350 0 36 
3,600 10 4 0 
5 880 9 0 18 
8,100 45 5 9 
+ 4.800 0 0 30 
1 28 42 +. 


Cast 2.—A 26-month-old girl, seen on May 21, 1957, was 
the daughter of the patient reported on above. She had had 
a normal birth but at the age of 3 months began to have 
fever, melena, and vomiting, followed by a prolonged epi- 
sode of diarrhea. An abnormality of the white blood cell 
count was said to have been noted at that time. Episodes of 
fever occurring “once or twice a month” began at the age of 
7 months. At 10 months she began to have recurrent episodes 
of furunculosis, with or without fever, at two-week intervals. 
These continued to the time of her first visit. The father felt 
that the cyclic episodes were similar to those he had ex- 
perienced as a boy. 

Physical examination revealed a_ well-developed child: 
weighing 26 Ib. (11.8 kg.). There were no enlarged lymph 
nodes, and the liver and spleen were not palpable. Many: 
indurated pustules were present on the buttocks. ’ 

Serial blood cell counts with the cyclic occurrence of 
symptoms are recorded in table 2. It appears that episodes 
of severe neutropenia occurred at 14-day intervals. The 
patient’s serum, drawn during the neutropenic phase, was 
tested for agglutinins against normal leukocytes by the 
method of Dausset; none were found. Electrophoretic studies 
of the serum revealed a normal pattern. The patient’s local 
physician was advised to administer benzathine penicillin G 
prophylactically. The parents were unwilling to have further 
diagnostic studies done and did not return to their family 
physician for care. 


The two cases of cyclic neutropenia presented 
are those of a father and daughter, each with onset 


during childhood. No etiological factor could be 
found. The father has had a complete remission. 


Comment 


Cyclic neutropenia consists of regularly occur- 
ring episodes of neutropenia, usually accompanied 
by ulcers of the oral mucous membrane, fever, and 
malaise and sometimes by infections, arthralgia, 
and nausea and vomiting. The periodicity of the 
neutropenia is one of the most striking features, 
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with episodes occurring at intervals close to mul- 
tiples of 7 days, most commonly every 21 days. A 
patient cited by Reimann and de Berardinis * and 
our patient in case 2 showed a 14-day periodicity. 

The etiology of this syndrome is unknown. Uri- 
nary hormone studies in some patients have re- 
vealed cyclic variations in gonadotropin and/or 
estrogen excretion corresponding to the neutropenic 
cycles,‘ while other patients show no such pattern.” 
In some adult females the neutropenic cycles have 
been correlated with the menstrual cycle,” while in 
others this has not been the case.’ In one of the 
former groups,*” hysterectomy and bilateral oopho- 
rectomy failed to alter the neutropenia. 

The serums of two patients with cyclic neutro- 
penia have been injected into normal individuals * 
or into guinea pigs “ without evidence of a neutro- 
penic response. Splenectomy performed in 11 pa- 
tients ° was followed by improvement of symptoms 
and neutropenia in some, but no complete remis- 
sions were observed. Leukoagglutinins could not be 
demonstrated in our patients, even during a neu- 
tropenic episode (case 2). Page and Good * noted 
similar findings. Hypogammaglobulinemia has been 
demonstrated in only one patient “; a normal serum 
protein electrophoretic pattern was seen in our 
patient in case 2 when serum drawn during the 
neutropenic phase was so examined. 

Therapy in these patients has had little effect on 
the neutropenia. In several cases antibiotics and 
sulfonamides have relieved symptoms and signs of 
infection. Adrenocortical steroids have produced 
relief of symptoms and partial relief of the neutro- 
penia in one case" but were ineffective in four 
others.*° 

Only a few patients with this syndrome have 
been observed for long periods. The patient in 
Leale’s original case '' showed persistence of the 
episodes for more than 30 years. Cobet and Schill- 
ing’s ** patient was followed for six years and that of 
Rolland and Davidson ** for seven and one-half 


TaBLe 2.—Differential Blood Cell Count of Patient in Case 2 


White Neutrophils, % 
Blood Cells — - - 
per Sex- Band Monocytes, 


Date Symptoms Cu. Mm mented Cells 
4,700 8 0 12 
+ 6,400 0 0 0 
6,000 7 1 1 


years, both with persistence of cyclic neutropenia. 
Four patients died of infection.'* The present report 
(case 1) indicates that prolonged remission or spon- 
taneous recovery may occur in these individuals. 
Reports have appeared in the literature from 
time to time of various periodic diseases, i. e., syn- 
dromes of regularly occurring symptoms, such as 
fever, abdominalgia, or arthralgia. In some of these 
a familial tendency has been noted; Reimann “* 
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found periodic abdominalgia in related individuals 
of Armenian or Jewish ancestry, and he reported 
this syndrome in triplets. Bouroncle and Doan '° 
studied a family of Dutch extraction in which peri- 
odic fever occurred in members over five genera- 
tions. Periodic arthralgia in 23 members of the same 
family has also been noted by Reimann."* 

The two cases presented here suggest a heredi- 
tary factor in the etiology of cyclic neutropenia. 
Only one previous report has included specific in- 
formation about the parents of a patient with this 
disorder; Vahlquist, cited by Reimann and de Ber- 
ardinis,” noted moderate leukopenia without neu- 
tropenia in the asymptomatic father of his patient; 
the mother had normal granulocytic values. Several 
reports '* have indicated that no symptoms sugges- 
tive of cyclic neutropenia had been present in the 
family. 

Summary 


A 29-year-old male was first seen at the age of 
14 years with cyclic neutropenia, occurring every 
21 days. At the age of 18 a remission occurred 
which has persisted for 11 years. This patient's 
daughter was seen at the age of 2 years for cyclic 
neutropenia with a 14-day cycle and a history of 
repeated infections since early infancy. 


670 N. Michigan Ave. (11) (Dr. Hahneman). 


This study was aided, in part, by grants from the 
Hematology Research Foundation and the Leukemia Re- 
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Asian 57 strain? Mulder (1957) reports the finding of antibody to it in per- 
sons aged 80 to 90 years, and suggests that therefore this strain may be related 
to that which caused the epidemic of 1889-90. Jensen and Francis (1953) have sug- 


T's ASIAN ’57 STRAIN OF INFLUENZA VIRUS.—Again, how new is the 


gested that the number of antigens in influenza virus is limited, perhaps to eighteen, 
and that variations in virus strains over the past quarter century have merely been 
ringing the changes on this limited number. The practical significance of this is, of 
course, that by proper selection of strains one may produce a vaccine covering all 
the recognized antigenic components so as to give a wide cover of immunity. Without 
going into the question of the value of prophylactic immunization here, one may note 
that, on the information at present available, Mulder’s findings appear to be in sup- 
port of those of Jensen and Francis as to a limited number of antigens in the virus. 
As against this, the change from recent strains to the Asian is so marked that two 
injections of vaccine are required for those of us who have not as yet reached four 
score years, which also suggests that the dominant antigen of the Asian strain, if 
present, has been very well hidden for some years past.—P. N. Meenan, M.D., Epi- 


demic Influenza, The Irish Journal of Medical Science, February, 1958. 
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USE OF PYRIDOXINE HYDROCHLORIDE TO PREVENT ISONIAZID 
TOXICITY 


Raymond R. Ross, M.D., Santa Ana, Calif. 


There have been several recent reports ' regard- 
ing the ability of pyridoxine hydrochloride and its 
derivatives, pyridoxal and pyridoxamine, to prevent 
or to delay the appearance of peripheral neuritis 
due to isoniazid administration. This finding was 
followed by the suggestion that it is now possible 
to use much larger doses of isoniazid (6 to 20 mg. 
per kilogram of body weight) than have been used 
routinely heretofore (3 to 5 mg. per kilogram of 
body weight ). Subsequently, Pope * has shown that 
pyridoxal and pyridoxamine can interfere with the 
tuberculostatic action of isoniazid in vitro, and 
McCune “ has shown an in vivo interference with 
isoniazid by pyridoxine. The present study was 
undertaken to confirm or to deny the earlier reports 
that the toxic effects resulting from large doses of 
isoniazid could be prevented by the concomitant 
administration of pyridoxine. 

Methods and Results 

Forty-eight patients were given isoniazid in the 
dose of 20 mg. per kilogram of body weight. In 
another group of 62 patients the same dose of 
isoniazid was given, but these patients were also 
given 25 mg. of pyridoxine twice daily. Other anti- 
tuberculosis drugs were administered by the ward 
physicians as they saw fit, but vitamins were pro- 
scribed for both groups. A few patients received 
150 mg., and some received 150 mg. of pyridoxine 
daily early in the series, but these dosages were 
soon reduced when it was noted that the lower 
dosage of 25 mg. twice daily had the same clinical 
effect. Some patients remained on therapy with 
this higher dosage of isoniazid for a period of two 
vears. It was noted, however, that most evidence of 
toxicity appeared early in the course of treatment, 
only one patient developing signs of drug intoler- 
ance after 24 weeks. This was a patient who devel- 
oped a paranoid psychotic episode after 63 weeks 
of therapy. She had received both isoniazid and 
pyridoxine and recovered promptly when the dos- 
age of isoniazid was reduced. 

The incidence of untoward drug reaction in this 
series may be summarized as follows: At the end of 
six weeks of treatment, 6 of the 48 patients (12% ) 
on isoniazid therapy alone had some type of toxic 
reaction to isoniazid. Six of the 60 patients (10% ) 
receiving isoniazid plus pyridoxine also had some 
type of unfavorable reaction. At the end of 20 
weeks of treatment, 51% of the patients who were 
still in the series and who were given isoniazid 
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alone had some manifestation of toxicity (usually 
peripheral neuritis), and 25% of the patients re- 
ceiving both isoniazid and pyridoxine also had 
some type of toxicity sufficiently severe to require 
discontinuing or lowering the dosage of isoniazid. 
Additional data appear in the table. 

Peripheral neuritis appeared in 14 of the patients 
receiving isoniazid alone but in only 1 of the pa- 
tients receiving isoniazid plus pyridoxine. In this 
latter instance the neuritis appeared when the 
larger dosage of pyridoxine (450 mg.) was reduced 
to 50 mg. a day. Symptoms promptly cleared when 
the larger dosage was again instituted. The 14 
examples of peripheral neuritis occurred in a group 
of 38 patients who completed 16 weeks of treat- 
ment, an incidence of 37%. No patient in this group 
developed neuritis after 16 weeks. During the pe- 
riod of this study (approximately two years) no 
patient in the approximately 300 who received 
isoniazid in the usual dose of 3 to 5 mg. per kilo- 
gram developed peripheral neuritis. This included 
the known alcoholics who, in general, were not 
used in the present study. 

Convulsions occurred in one patient on isoniazid 
therapy alone and in two patients on therapy with 
isoniazid plus pyridoxine. This reaction was as- 
cribed to the effect of isoniazid, since no further 
seizures occurred after discontinuation of the 
isoniazid therapy. 

Psychosis occurred in one of the patients on 
isoniazid therapy alone but in three of those re- 
ceiving isoniazid and pyridoxine. No causal rela- 
tionship between this manifestation and the admin- 
istration of pyridoxine is intended. It does draw 
attention to the fact, however, that pyridoxine pre- 
vents only one of the toxic manifestations of isonia- 
zid, namely, peripheral neuritis. 

Stupor, somnolence, and mental confusion oc- 
curred in only one patient on therapy with isonia- 
zid alone; yet five of the patients given isoniazid 
plus pyridoxine exhibited this phenomenon. This is 
one of the reported symptoms of pyridoxine de- 
ficiency and was an unexpected finding in this 
group. These five patients did not show evidence 
of neuritis, a symptom also postulated to be due to 
pyridoxine deficiency. Some of these patients could 
not be aroused enough to eat their meals until the 
drugs were withdrawn. 

Dizziness and ataxia were marked in two patients 
on isoniazid therapy alone and in three patients re- 
ceiving isoniazid plus pyridoxine. Symptoms lasted 
only several hours after each dose of the drugs, and 
there were no residual signs or symptoms when the 
dosage of isoniazid was reduced. 
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Vitamin deficiency, as judged by the appearance 
of seborrhea, chilitis, etc., did not appear in any of 
the patients in either group. The most striking find- 
ing was that while pyridoxine did prevent the ap- 
pearance of neuritis in most instances, the total 
incidences of all toxic symptoms requiring the dis- 
continuing of the high doses of isoniazid were 
strikingly similar during the first few weeks of 
treatment in both groups of patients. In general, 
the toxic manifestations in the patients receiving 
both isoniazid and pyridoxine were those that have 
long been noted during the use of isoniazid. Only 
the incidence of peripheral neuritis was reduced by 
the addition of pyridoxine to the drug regimen. 
While the incidence of toxicity of all types was 
somewhat less in the group receiving pyridoxine 


Data on Toxic Effects in Patients on Therapy with Isoniazid 
Alone or with Isoniazid and Pyridoxine 


Isoniazid and 


Isoniazid Therapy Pyridoxine Therapy 


os Patients Toxie Effects Patients Toxie Effects 
a2 
we % with No. of % with No. of 
Six Toxie Pa- Toxie Pa- 
ees No.* Effectst Type tients No. Effects Type tients 
48 10 =Neuritis 3 62 8 Convulsions 1 
or less 
Dizziness, 2 Dizziness 1 
weakness, and somno- 
and lence 
somnolence 
6 48 12 Neuritis 1 60 10 Agitation, 2 
dizziness, 
and con- 
fusion 
Paranoia 1 
Semicoma 1 
8 46 19 Neuritis 3t 87 12 Paranoia 1 
and convul- 
sions 
10 43 25 Neuritis 1 52 16 Tinnitus 1 
Psychosis 1 
12 42 83 =Neuritis 3 52 19 Dizziness 1 
Leg pains 1 
4 38 47 =Neuritis 1 49 20 eee 
Agitation 1 
and 
paranoia 
16 38 47 ~=Neuritis 2 49 22 Possible 1 
neuritis 
and abdomi- 
nal pains 
20 35 51 eve eee 44 25 
30 27 70 Headache 1 28 43 Neuritis 18 


* Discharge or transfer of patients resulted in decreasing number in 
series. 

+ Number of toxie reactions is cumulative. 

3 One of these also had convulsions 

§ Dosage of pyridoxine was reduced. 


concomitantly, the incidence of 12% toxicity at the 
end of 8 weeks of treatment or of 22% toxicity at 
the end of 16 weeks is too great to permit recom- 
mendation of this dosage schedule to common use 
by physicians treating tuberculosis patients in their 
practices. This is especially true when one consid- 
ers the serious nature of the reactions encountered. 

Most patients in the series also received PAS, and 
many also received streptomycin. No relationship 
between the appearance of toxic manifestations 
and the administration of either of these drugs 
could be noted in the present study, due to lack of 
controls for this variable. There is ample reason to 
believe, however, that the administration of PAS 
may significantly raise the blood levels of the active 
form of isoniazid.‘ 
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The increased dosage level of isoniazid did not 
produce any demonstrable increase in the clinical 
response of the patients. Close controls were not 
established for this factor, yet no ward physician, 
house officer, or consultant was of the opinion that 
the increased dose of isoniazid afforded better 
clinical results than that seen with the more usual 
doses. Moreover, there was no noticeable diminu- 
tion of the antituberculosis effect of isoniazid when 
pyridoxine in these doses was added. 

The question as to whether the addition of 
pyridoxine to isoniazid lessens the latter’s anti- 
tuberculosis effects as well as reduces the incidence 
of peripheral neuritis is still unsettled. Yoneda and 
Asano,’ in conjunction with Ata, reported that the 
ability of isoniazid to reduce or inhibit the decar- 
boxylating enzyme systems in Escherichia coli was 
reversed when pyridoxal was added to the suspen- 
sion. Similar results were reported by Boone and 
Woodward ® on this and other micro-organisms. 
Pyridoxine did not reverse the antituberculosis 
action of isoniazid in vitro, although pyridoxal did 
do so.” 

In vivo studies by Ungar* on mice showed no 
antagonism between pyridoxine and the antituber- 
culosis action of isoniazid when judged by survival 
studies and by thymus and testes growth curves. 
More recently, however, McCune® has reported 
that large doses of pyridoxine and large doses of 
isoniazid administered to infected mice revealed 
that pyridoxine did antagonize the antituberculosis 
action of isoniazid during the last two months of a 
three-month experiment. This author offers the sug- 
gestion that it cannot be assumed that the total 
amount of isoniazid available for antimicrobial pur- 
poses in a particular patient remains the same when 
pyridoxine is added to the drug regimen. 


Conclusions 


It has again been demonstrated that the adminis- 
tration of pyridoxine will almost totally prevent the 
appearance of peripheral neuritis as a result of the 
administration of large doses (20 mg. per kilogram ) 
of isoniazid. The other toxic manifestations such as 
psychosis, convulsions, agitation, dizziness, ataxia, 
and somnolence are not reduced, however. Since 
many patients with tuberculosis are now under the 
care of general physicians, it should be emphasized 
that serious reactions make the use of high doses of 
isoniazid—even with pyridoxine—unwise in the rou- 
tine treatment of these patients. There appears to 
be little or no need for the administration of pyri- 
doxine when the more common dose of isoniazid 
(3 to 5 mg. per kilogram) is used, since toxic re- 
actions are very rarely seen with this dose. With the 
issue of whether or not pyridoxine interferes with 
the antituberculosis action of isoniazid remaining 
unsettled, it appears wise to use isoniazid without 
pyridoxine in the routine treatment of tuberculosis 
patients in clinical practice. 
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The Pyridoxine Hydrochloride used in this study was 
supplied through Dr. John T. Groel, Associate Medical 
Director, Squibb Institute for Medical Research, New Bruns- 
wick, N. J. 
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It is essentially in the initial stages of therapy 
that a good psychological relationship is established 
between physician and patient.’ This is termed the 
“rapport period.” Establishment of a positive work- 
ing relationship exerts a therapeutic influence in 
itself.” 

In the administration of any antianginal agent, 
its therapeutic effect is proportional to that of the 
personality of the physician and his own belief in 
the curative powers of the medicament, plus the 
suggestibility of the patient and the intensity of the 
patient's desire to be cured.* The purpose of this 
paper is to emphasize the importance of the rapport 
period in the assay of antianginal agents. 


Procedure 


As the symptom complex of angina pectoris is a 
completely subjective manifestation, assay of any 
antianginal agent is, in essence, a measurement of 
the decrease in frequency and severity of attacks of 
chest pain. This can be clearly illustrated on a 
graph. Therefore, during a trial of four antianginal 
agents, aminotrate phosphate ( Metamine ), calcium 
theophyllinate (Calphyllin), pentaerythitol (Peri- 
trate) tetranitrate, and chlorpromazine ( Thorazine ) 
hydrochloride, curves were constructed from the 
daily number of chest pains of patients with angina 
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ASSAY OF ANTIANGINAL AGENTS—THE RAPPORT PERIOD 
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pectoris.* Each agent and its identical placebo were 
tested by the double-blind technique, with multiple 
control periods, without antianginal medication 
other than nitroglycerin. 


Results 


Of over 100 patients with angina pectoris, only 
24 were suitable for the assay of the antianginal 
medication.* Examination of curves of pain fre- 
quency for these patients showed that in 14 an 
initial downward slope occurred, representing de- 
creased average daily pains per week per period 
of study; in an additional patient, the downward 
slope appeared after a short initial increase in pain 
frequency (fig. 1). A decrease in frequency of 
attacks of chest pain occurred during the rapport 
period in each case, regardless of use of random 
succession of active drugs in various dosages,* 
identical placebo, or control periods without medi- 
cation. The second portion of the tracing, the post- 
rapport period, usually was a straight line or 
plateau of pain frequency, always at a lower level 
than at the start of the rapport period. Because of 
its appearance, this has been called a ski curve 
(fig. 2). 

The duration of the initial downward slope 
ranged from 2 to 24 weeks, with an average of 11 
weeks. In three instances it was 10 weeks, in two 
instances, 8 and 14 weeks, respectively, and, in the 
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remainder, 2, 3, 6, 15, 16, 19, 20, and 24 weeks ( fig. 
3). The range of decrease of daily pain frequency 
was one to eight, with an average of 3.2 daily 
attacks of angina per week per period of observa- 
tion. Percentage-wise, the decrease of pain fre- 
quency was 66% in five cases, 40, 55, and 84% in 
single instances, and 50% in two cases. The im- 
provement was 100%, of course, in five cases in 
which complete remission occurred. 


Comment 


The patients whose curves of pain frequency 
were analyzed knew they were placed in a select 
category for special attention, as over three-quarters 
of the patients referred to the angina study group 
from the general cardiac clinic of the Los Angeles 
County Hospital were rejected as not being suitable 
patients for the assay of antianginal agents.* They 
realized that they alone were being given the ad- 
vantage of the latest research products for the relief 
of angina pectoris. Because the anginal study group 
met with the same personnel at weekly intervals 
over a two-year period, the patients came to feel 


RAPPORT PERIODS FROM 


= 


RAPPORT PERIODS FROM 


tol4 WEEKS 


RAPPORT PERIODS FROM 
15 1024 WEEKS 


AVERAGE DAILY PAINS PER WEEK PER PERIOD 


Fig. 1.—Range of rapport periods. Curves show down- 
ward slope (decreased pain frequency) in rapport periods, 
regardless of technique of therapy. Vertical line or down- 
ward deflection represents termination of period of study. 


that each had his own personal physician. At each 
visit, patients were solicitously questioned concern- 
ing the course of the disease and the effect of the 
medicament or placebo in the process of adminis- 
tration. Weight and blood pressure were noted, and 
heart and lungs were examined. 

As each patient was instructed to keep a daily 
record of the frequency, duration, and severity of 
anginal attacks and the number of nitroglycerin 
tablets taken, it became evident to him that the 
doctors were interested not only in each patient but 
in each pain in each patient. The patients were 
questioned thoroughly concerning emotional upsets, 
concurrent illnesses, changes in rest or activity pat- 
terns, and other factors which might be expected to 
affect the course of angina pectoris. The doctors 
emphasized their attention and interest by record- 
ing this information in detail on a master chart 
which was kept for each patient. 
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Electrocardiograms were taken after each period 
of active drug or identical placebo administration— 
this included many more than would have been 
done in the course of usual cardiac clinic procedure. 

From such a close patient-physician relationship 
and the ceremony of drug research is good rapport 
born. The impact of these factors on the capricious 
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Fig. 2.—Ski curve, illustrating average number of daily 
attacks of chest pain in patient during administration of 
active drug, placebo therapy, and multiple control periods 
without antianginal medication. MET = aminotrate phos- 
phate (Metamine), 2 mg., CAL = calcium theophyllinate 
(Calphyllin), 0.5 Gm., PER = pentaerythritol tetranitrate 
(Peritrate), 10 mg., TH = chlorpromazine (Thorazine), 
Pmet = aminotrate phosphate—placebo, Pcal = calcium the- 
ophyllinate—placebo, Pper = pentaerythritol —tetranitrate— 
placebo, and (1-8) refers to number of tablets given daily 
(reproduced with permission from Cole and others *). 


course of angina pectoris is illustrated by the 
descending slope of the ski curve, indicating de- 
creased pain frequency in 15 of the 24 patients. In 
the nine charts which did not show the ski curve, 
the frequency curves were straight lines with minor 
fluctuations or humps of increased pain frequency 
coincident with concurrent illness or emotional 
stress and strain. 
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Fig. 3.—Curve of rapport effect—composite average curve 
constructed from rapport periods of 24 patients, with post- 
rapport period projected over 52 weeks. 


Without the checks of the double-blind technique 
and multiple control periods without medication, 
credit for the improvement—the decrease in pain 
frequency—would have been given to any drug ad- 
ministered during the rapport period. Placebos 
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have an average significant effectiveness of 35.2 
2.2%.° The continuation of improvement during the 
multiple control periods without active drug or 
placebo therapy reveal the physician-patient rela- 
tionship in the rapport period to be the sole 
operating factor. Studies have shown pain to in- 
volve not only physical perception but also psycho- 
logical reaction.° The level of pain perception 
normally is consistent from individual to individual, 
but persons vary greatly in their reaction to pain. 
Since the effectiveness of an antianginal agent is 
based on a cooperative patient’s report of his re- 
actions, the factors which condition these reactions 
must be carefully taken into consideration before a 
valid evaluation of the agent can be made.* A most 
important factor is a good psychological relation- 
ship, which exerts a definite therapeutic influence 
in the initial interval of study, the rapport period. 


Summary and Conclusions 


The “rapport period” is the initial interval in the 
course of therapy during which a good psychologi- 
cal relationship is established between physician 
and patient. Effect of the therapeutic influence 
during the rapport period on the assay of anti- 
anginal agents is shown by the finding that over 
60% of the curves of pain frequency of patients 
with angina pectoris showed an initial downward 
slope (decreased pain frequency) over a period 
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averaging 11 weeks, regardless of use of random 
succession of active drug, identical placebo, or con- 
trol periods without medication. 

As physician-patient rapport itself has a beneficial 
effect on the course of the completely subjective 
symptom complex of angina pectoris, an_ initial 
control period without medication is insufficient. 
Proper assay of antianginal agents always must 
include measurement against control periods after 
the rapport period. 

436 N. Roxbury Dr., Beverly Hills, Calif. (Dr. Cole). 
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CONGESTIVE HEART FAILURE IN A FORTY-SIX-YEAR-OLD WOMAN 


Clinical Pathological Conference (PM 534-58), May 15, 1958, from the Department of Pathol- 
ogy and the Hektoen Institute for Medical Research of Cook County Hospital, Chicago, pre- 
sented for publication by Daniel S. Kushner, M.D., and Paul B. Szanto, M.D. 


Clinical Data 


First Admission.—A 46-year-old waitress entered 
Cook County Hospital on Aug. 6, 1956, because of 
chest pain of two weeks’ duration. She had had 
rheumatic fever at the age of 8 years. At 27, she 
was found to have a “cardiac condition” and was 
placed on digitalis therapy. She discontinued the 
drug therapy after six years and thereafter re- 
mained symptom-free. 

One year prior to admission, she noted infrequent 
ankle edema occurring at the end of the day and 
found that she slept more comfortably with two 


Dr. Kushner is Associate Director of Medical Education, Cook County 
Hospital, and Instructor in Medicine, Northwestern University Medical 
School; Dr. Szanto is Director, Department of Pathology, Cook County 
Hospital, and Professor of Pathology, Chicago Medical School. 

Dr. Griffith is Attending Physician, Los Angeles County Hospital, and 
Professor of Medicine, University of Southern California. 


pillows. One month before admission, she noted , 
exertional dyspnea, weakness, fatigue, anorexia, and 
orthopnea severe enough to require sleeping in a 
chair. Two weeks before admission, she had sudden 
severe substernal pain, radiating to both shoulders, 
associated with palpitation, a marked increase in 
dyspnea, and elevation of temperature to 101 F 
(38.3 C). The fever and pain largely subsided 
within 12 hours. For the next two weeks minimal 
pain persisted, but dyspnea and ankle edema be- 
came prominent. She developed a persistent cough 
productive on two or three occasions of clumps of 
dark blood. The patient's mother had died of 
asthma, but the family history was otherwise nega- 
tive. The patient herself had had an appendectomy 
as a child, and she thought she was allergic to 
penicillin. 
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Physical examination disclosed a well-nourished, 
well-developed white woman, who appeared anx- 
ious and in moderate respiratory distress. Her 
blood pressure was 116/100 mm. Hg; the radial 
pulse was weak. She was slightly cyanotic and had 
a malar flush, palmar erythema, and slight scleral 
icterus. There were no petechiae. Cervical veins 
were distended, and a hepatojugular reflux was 
elicited. Moist rales were heard in the lung bases 
bilaterally, and there was diminished resonance, 
fremitus, and breath sounds in the left base pos- 
teriorly. The apex of the heart was located in the 


Cardiac Catheterization Data 


Laboratory Findings Valves 
Blood oxygen content, vol. % 
Inferior vena cava 12.81 
Superior vena cava 11.07 
Right atrium. upper 11.62 
Right atrium, lower 13.72(65.4%) 
Right ventricular outflow 12.25 
Pulmonary artery, main 12.03 
Pulmonary artery, right 12.42 
Left superior vena cava 16.46(78.4%) 
Coronary vein, upper 16.48(78.6%) 
Femoral artery content 17.89 
Oxygen capacity 20.98 
Oxygen saturation, % 85.30 
Hemoglobia, Gm. per 100 ee 15.42 
Intravascular pressures,’ mm. Hg, systolic/diastolic (mean) 
Right atrium coe, oD 
Right ventricle 81/0-10(44) 
Pulmonary artery 81/32(50) 
Coronary vein 
Calculated blood flows 
Systemict 
Liters/min. 
Liters/min./sq m. 
Pulmonaryt 
Liters/min. 
Liters/min./sq.m. 
Shunt, ee./min. 
Right-to-left 
Left-to-right 
Over-all, right-to-left 
Pulmonary arteriolar resistance}, dynes/sec./em.-5.. 
Index 
* Normal values for the first three items are, respectively, 2-10 (mean), 
25/5, and 25/10. 
t Normal value is 3-3.5. 
t Normal value is 100-300. 


fifth left intercostal space, 1 to 2 cm. to the left of 
the midclavicular line. The left cardiac border 
showed widening in the third left intercostal space. 

Percussion of the xyphoid disclosed flatness. 
There was epigastric pulsation. The rhythm, which 
was regular, was demonstrated by electrocardiog- 
raphy to be a 2:1 atrial flutter. The first heart 
sound at the apex was markedly accentuated. No 
thrills were palpable. The second heart sound was 
louder at the pulmonic area than at the aortic area. 
Murmurs were heard over the entire precordium 
but were loudest at the left fourth intercostal space 
parasternally, consisting of a grade 2 harsh systolic 
murmur and a grade 3 blowing decrescendo dias- 
tolic murmur heard throughout most of diastole. 
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The liver edge was blunt, smooth, nontender, and 
was located two fingerbreadths below the right 
costal margin. The area of splenic dulness was in- 
creased, and one observer felt the tip of the spleen 
at the costal margin. Except for a few left axillary 
nodes, there was no lymphadenopathy. There was 
2+ edema of the legs and 3+ edema of the but- 
tocks. There was no evidence of thrombophlebitis 
in the legs and no clubbing of the fingers. The 
peripheral pulses were normal. 

Urinalysis was negative. The hemoglobin level 
was 105%; the leukocyte count was 15,800 per cubic 
millimeter, with 80% neutrophils, 5% band forms, 
8% lymphocytes, and 7% monocytes; 1+ poly- 
chromatophilia and 1+ toxicity were observed; and 
the platelets appeared normal. Repeated roent- 
genograms of the chest showed the heart to be 
moderately enlarged in its transverse diameter. 
Both pulmonary arteries were greatly enlarged, 
almost reaching aneurysmal proportions. The aortic 
knob was small. Lung markings were increased. At 
times there were densities in the posterior basal 
segment of the left lower lobe and a small pleural 
reaction at the left costophrenic angle. Fluoroscopy 
confirmed these findings. 

The point of opposite pulsation was depressed. 
In the posteroanterior view, the esophagus was dis- 
placed to the right. In the right anterior oblique 
view, it appeared displaced posteriorly and com- 
pressed. The pulmonary artery segment encroached 
on the retrosternal space. In the left anterior 
oblique view, the left ventricle cleared the spine. 
Electrocardiograms disclosed atrial flutter with 
varying ventricular response and marked right ven- 
tricular hypertrophy. The blood Kahn reaction was 
positive and the result of the blood Wassermann 
test doubtful. The serum nonprotein nitrogen level 
was 53 mg. per 100 ml., serum sodium level 130 
mEq. per liter, serum chloride level 89 mEq. per 
liter, and serum potassium level 3.3 mEq. per liter. 
Blood cultures showed no growth. The results of 
cardiac catheterization are shown in the table. 
(This catheterization was performed using a me- 
dian antecubital vein of the left arm. The cardiac 
rate was 96 per minute; the surface area was 1.53 
sq. m. During manipulation of the catheter in the 
right atrium, it was believed that the left atrium was 
repeatedly entered. Oxygen consumption measured 
213 cc. per minute on the day after catheterization 
under similar conditions of sedation. R. Q. = 0.85; 
BMR = +13%.) 

After admission, the patient was digitalized and 
placed on therapy with a low-sodium diet, mer- 
curial diuretics, ammonium chloride, and bed rest. 
On this regimen her ventricular rate dropped to the 
80’s. The mechanism remained atria] flutter with 
variable atrioventricular block. She had satisfactory 
diuresis, and peripheral edema gradually disap- 
peared. Throughout her hospital stay, the findings 
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in the base of the left lung (dulness, diminished 
breath sounds, and rales) appeared and disap- 
peared. She was given penicillin and tetracycline 
at different times because of these findings. Once, 
a small scleral hemorrhage was noted in the right 
eye, but no other hemorrhagic manifestations were 
observed. On three occasions, she developed tran- 
sient chest pain which disappeared over night. As 
a result, she was given anticoagulants until her 
discharge on Sept. 4, 1956, to attend the outpatient 
clinic. 

Second Admission.—For the next year the patient 
did well, with the sole complaint of recurrent shoot- 
ing pains in the right arm. On the morning of 
Aug. 19, 1957, she was awakened with severe pain 
in that arm; it rapidly became cold, blue, and 
numb, and the hand became paralyzed. Physical 
findings were as previously described, except for 
absence of pulsations below the right axilla and 
decreased temperature, cyanosis, and anesthesia of 
the right arm. At an emergency operation an em- 
bolus 1.5 cm. long was removed from the right 
brachial artery. Except for easily controlled, mild, 
congestive heart failure, the patient’s course was 
uneventful, and she was discharged much improved 
one month later on anticoagulant therapy. 

Third Admission.—The patient remained well 
until April 1, 1958, when she suddenly experienced 
a crushing pain in the left precordium and fainted. 
She was brought to the hospital immediately, where 
examination disclosed an acutely ill, cyanotic, per- 
spiring patient. Her blood pressure was 110/80 
mm. Hg, pulse 70 per minute and irregular, respi- 
rations 32, and temperature normal. The heart tones 
were distant, and no distinct murmurs were heard. 
Her cervical veins were distended, and her liver 
was tender and palpable at the level of the um- 
bilicus. There was no peripheral edema. An electro- 
cardiogram indicated acute posterior myocardial 
infarction, in addition to the previous findings. 

She appeared improved after treatment with 
morphine, oxygen, digitoxin, and heparin. On the 
following day the cardiac findings were as pre- 
viously noted, the murmurs being distinct. In addi- 
tion, a definite mid-diastolic rumble was heard, 
well localized to the fifth intercostal space, near the 
anterior axillary line. On the afternoon of the sec- 
ond day, however, she had a recurrent chest pain 
and quietly died. 


Clinical Discussion 


Dr. George C. Griffith: Our problem is the differ- 
ential diagnosis of the cardiac disease which caused 
this woman’s death at the age of 48 years. She was 
alleged to have had rheumatic fever in childhood, 
but we are given no historical data in support of 
this. One might speculate that the reason for plac- 
ing her on digitalis therapy at the age of 27 was an 
arrhythmia, probably paroxysmal tachycardia, be- 


cause she had no symptoms of congestive failure, 
and she did so well at that time. Her first symptoms 
of heart failure occurred at the age of 45. At age 
46 she had full-blown symptoms of myocardial 
insufficiency. One attributes the orthopnea and 
dyspnea to left heart failure, but the weakness and 
fatigue represent pulmonary hypertension and 
hypoxia. The character of the substernal pain in 
association with fever, cough, and hemoptysis is 
more suggestive of pulmonary embolization than 
of coronary artery disease, especially in a pre- 
menopausal woman. The cyanosis observed sug- 
gests a generalized peripheral rather than central 
type, but the absence of clubbing of the fingers 
does not of itself exclude a reversed intracardiac 
shunt. The slight icterus would favor pulmonary 
infarction. 

She did have a positive hepatojugular reflux, so 
she should have had right-sided failure with tri- 
cuspid insufficiency. She also had rales and signs 
of infiltration at the base of the left lung, which was 
probably the location of her embolus. The heart 
was enlarged, and, in the absence of an apical 
thrust, we have no index as to the size of the left 
ventricle, but the epigastric pulsation suggests 
right ventricular hypertrophy. The widened base 
may mean a large left pulmonary artery or left 
atrium. The regular rhythm subsequently identified 
as atrial flutter should have been diagnosed by the 
pulsation of the veins of the neck being twice that 
of the ventricular rate. The first sound was accen- 
tuated but was not accompanied by a thrill, and 
nothing was said about an opening snap, so one 
cannot diagnose mitral stenosis. From the descrip- 
tion of the murmurs, I would think that she prob- 
ably had pulmonary valvular insufficiency. The 
electrocardiograms showed atrial flutter, right axis 
deviation, and partial right bundle-branch block. 

Dr. William Meszaros: The first roentgenogram 
(September, 1956) showed an increased transverse 
cardiac diameter. Both pulmonary arteries were 
markedly enlarged. The aortic knob was small. The 
vascular branches beyond the hilum were not 
prominent. The apical contour did not suggest a 
large left ventricle. The clear space between the 
right pulmonary artery and the hilum would not 
suggest mitral stenosis, in which this space is oblit- 
erated. There was pleural thickening at the left 
base. In the right anterior oblique projection, there 
was enlargement of the left atrial contour and 
prominence of the pulmonary artery segment. In 
the left anterior oblique projection, there was a 
prominent right atrium. The right ventricular con- 
tour did not appear prominent, but the left ven- 
tricle overlaid the spine. In correlation with the 
other views, this was probably a normal left ven- 
tricle displaced by a large right ventricle. 

The film taken on the second admission (Oc- 
tober, 1957) showed no significant change. The 
diminished peripheral pulmonary vascular mark- 
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ings suggested pulmonary arteriosclerosis. Radio- 
logically, this patient had cardiac enlargement with 
right atrial and ventricular enlargement and mini- 
mal left atrial enlargement. Etiologically, rheu- 
matic heart disease can be discounted, because the 
left atrium was not prominent. The radiologic find- 
ings suggest atrial septal defect with pulmonary 
arteriosclerosis. The slight enlargement of the left 
atrium might be the result of a right-to-left shunt 
or some associated mitral stenosis. 

Dr. Joshua Lynfield: The late Dr. Robert Dillon 
performed the cardiac catheterization. From the 
series of blood samples, we hoped to deduce evi- 
dence of left-to-right shunt, as shown by increased 
oxygen content at the level of any defect. The 
superior vena cava oxygen content was normal, 
while the inferior vena cava had a high oxygen 
content, with a slight increment at the level of the 
lower right atrium. This might suggest a communi- 
cation at that level. This appeared to be borne out 
by the evidence that the left atrium was repeatedly 
entered. Unfortunately, no sample of that blood 
was obtained. The left superior vena cava and the 
coronary vein had an oxygen content of 16.46 and 
16.48 vol. %, respectively, which was close to the 
femoral artery oxygen content and suggested anom- 
alous pulmonary venous drainage into that area. 
That is often associated with atrial septal defect. 
The right atrial pressure was elevated to 13 mm. 
Hg. 
One would anticipate that in the presence of a 
large atrial septal defect the pressures in both atria 
would be equivalent. The pulmonary artery pres- 
sure of 81/32 mm. Hg reflected a marked pul- 
monary and right ventricular hypertension. The 
diastolic blowing murmur transmitted down the 
left sternal border is probably explained by pul- 
monary insufficiency. The coronary vein pressure 
of 13 mm. Hg was identical to that in the right 
atrium. The pulmonary vascular resistance was 
calculated to 1,414 dynes/second/centimeter ~*, and 
the index was 2,206 dynes, which is markedly in- 
creased. If the resistance to filling of the right ven- 
tricle is greater than to that of the left ventricle 
then right-to-left shunt develops, and there must 
have been some right-to-left shunt because of the 
diminished peripheral arterial oxygen content. The 
catheterization data are consistent with the presence 
of an atrial septal defect with severe pulmonary hy- 
pertension and associated shunting of an anomalous 
pulmonary venous drainage. 

Lutembacher’s syndrome, or atrial septal defect 
with associated mitral stenosis, has also to be con- 
sidered. To substantiate this diagnosis a diastolic 
pressure gradient across the mitral valve should be 
present in addition to the usual findings of atrial 
septal defect. However, the left ventricle was not 
entered, and a separate left heart catheterization 
was not performed so that the catheterization data 
are not complete enough to prove this possibility. 
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Dr. Griffith: 1 concur entirely with that diagnosis. 
The second admission was evidently occasioned 
by a right brachial embolus, which apparently had 
originated from the left heart. Her final episode 
seemed to be the result of either myocardial or 
pulmonary infarction. Did she have radiologic evi- 
dence of another pulmonary embolus? 

Dr. Meszaros: The lung fields were unchanged 
throughout. No pulmonary infiltrations interpreta- 
ble as infarcts were seen. 

Dr. Griffith: In the final analysis, this was a 46- 
year-old woman with no real cardiac difficulty 
until she was 45, when she developed left and right 
heart failure, atrial flutter, cardiac enlargement, 
symptoms and signs of pulmonary hypertension 
with insufficiency, relative tricuspid insufficiency, 
and right ventricular hypertrophy. All of her epi- 
sodes of chest pain were probably due to pul- 
monary embolism, from both the character of the 
pain and the later electrocardiographic evidence of 
posterior myocardial infarction. She had one em- 
bolus to the right brachial artery. She might have 
had others to her coronary vessels, producing a 
myocardial infarct, but I would not assume this. 
The cardiac catheterization demonstrated the dy- 
namics of an atrial septal defect and abnormal 
drainage of the pulmonary veins. It is difficult to 
decide whether the atrial septal defect was of the 
secundum or ostium primum type. The cyanosis 
would raise the question of relative mitral insuffi- 
ciency with drainage from both atria, but there was 
neither a mitral systolic murmur nor left ventricular 
hypertrophy. 

I would make a diagnosis of congenital heart dis- 
ease, atrial septal defect of the ostium secundum 
type, with associated anomalous pulmonary venous 
drainage into the coronary sinus. I believe she also 
had multiple pulmonary emboli, which is the 
common factor in atrial septal defect which pre- 
cipitates cardiac failure, particularly acute failure. 
Certainly, she had time to acquire a pulmonary 
hypertension. She probably had a relatively normal 
pulmonary pressure in infancy but, because of con- 
tinuing increased flow, she developed pulmonary 
artery spasm with pulmonary arterial thickening 
and some pulmonary arteriosclerosis or arteriolar 
sclerosis, which produced the fixed hypertension. 
1 do not believe she had mitral valve disease. The 
diastolic murmur may find its explanation in a rela- 
tive tricuspid stenosis. 

Such findings are frequently interpreted as Lu- 
tembacher’s syndrome or mitral stenosis, associated 
with atrial septal defect, but among cases of atrial 
septal defect we have had to date only one with 
associated mitral stenosis.’ I therefore do not an- 
ticipate that this will be a Lutembacher’s syndrome. 
The fatal episode of congestive heart failure was 
probably precipitated by multiple pulmonary em- 
boli. 
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Clinical Diagnosis.—The clinica] diagnosis was 
atrial septal defect, anomalous pulmonary venous 
drainage, pulmonary hypertension and arterioscler- 
osis, and multiple pulmonary emboli with infarc- 
tion. 

Pathologist’s Report 


Dr. Paul B. Szanto: The body was that of a well- 
developed, well-nourished, white woman with pit- 
ting edema of the lower extremities. The fact that 
in this instance the body was well developed needs 
to be emphasized because of the clinical diagnosis 
of interatrial septal defect. It is frequently stated 
that this malformation of the heart is, especially in 
infants and children, associated with a general 
underdevelopment due to deficient body growth. 

The kidneys were smaller than normal (com- 
bined weight 250 Gm.) and showed fine granularity 
of the surface, characteristic of arteriolar nephro- 
sclerosis. This gross pathological diagnosis was con- 
firmed microscopically by the demonstration of 
sclerosis of arterioles and small arteries and partial 
or complete hyalinization of some of the glomeruli. 
With regard to the question concerning the possible 
presence of mitral stenosis, it is of interest that in 
our material, the association of mitral stenosis in 
the fourth and fifth decades of life with arteriolar 
nephrosclerosis is much more frequent than the 
incidence of arteriolar nephrosclerosis in the re- 
spective age groups. 

The liver was about normal size (1,300 Gm.), its 
edge was partly blunt and partly sharp, and its sur- 
face was somewhat irregular with moderate diffuse 
thickening of its capsule. It was firm with increased 
resistance to cutting. On cut section the lobular 
architecture was obscured, of variegated appear- 


Fig. 1.—Atrial septal defect as viewed from right atrium. 


ance, with occasional regenerative yellow nodules 
and fine strands of connective tissue trabeculae. 
Microscopically the lobular architecture of the liver 
was obscured but still preserved with fibrous thick- 
ening of the walls of the central veins and fibrous 
enlargement of the portal fields. 


DIAGNOSTIC PROBLEMS 281 


In some areas connective tissue strands con- 
nected the fibrous walls of the neighboring central 
veins and the central veins with the portal fields. 
There was also some evidence of nodular regenera- 
tion, and moderate fatty changes were also present. 
The term cardiac fibrosis or cardiac sclerosis is pre- 
ferred for this type of hepatic lesion instead of the 


Fig. 2.—Wall of right ventricle (arrow), almost as thick as 
that of the left ventricle. 


widely used term of cardiac cirrhosis. Severe car- 
diac fibrosis of the liver occurs chiefly secondary to 
constrictive pericarditis and secondary to relative 
or absolute incompetence of the tricuspid valve. 
The spleen (150 Gm.) showed the typical appear- 
ance of a chronic passive congestion. 

The pericardial cavity contained 60 cc. of fluid, 
a minimal hydropericardium, without any evi- 
dence of constrictive pericarditis. The heart was 
enlarged (500 Gm.). The apex was formed chiefly 
by the right ventricle. The right atrium was mark- 
edly dilated and, in the region of the fossa ovalis, 
there was a large septal defect measuring 2.5 by 2 
cm. (fig. 1). The tricuspid orifice was enlarged to 
14.5 cm. in circumference. The tricuspid leaflets 
were normal. Thus, a relative incompetence of the 
tricuspid valve explains the development of a car- 
diac fibrosis of the liver. 

The orifice of the coronary sinus was dilated due 
to drainage of the persistent left superior vena cava 
into the coronary sinus, confirming again the clini- 
cal diagnosis. The right ventricle was dilated and 
hypertrophied. Its wall was measured (without the 
trabeculae) between 5 and 7 mm., being twice its 
normal thickness, while the wall of the left ventricle 
was normal in thickness (fig. 2). The pulmonary 
orifice was widened. Its circumference measured 
9 cm., and the pulmonary artery and its main 
branches were greatly dilated (aneurysm-like dila- 
tation ). The left atrium was also dilated but not as 
much as the right. The endocardium of the left 
atrium was moderately thickened. A few small 
thrombi were attached to the endocardium of the 
left auricle. The left ventricle was normal in size, 
but the circumference of the mitral orifice was 
smaller than normal, measuring only 6.5 cm. The 
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chordae tendineae of the mitral leaflets were thick- 
ened, shortened, and fused. The leaflets were thick- 
ened along the line of closure and showed fusion 
at the commissures (fig. 3). 

Are we dealing with an acquired or congenital 
mitral stenosis? Histologically, the perivascular 
lymphocytic infiltration of the central parts and the 


Fig. 3.—Chordae tendineae of the mitral leaflets thickened, 
shortened, and fused; moderate degree of fusion between 
thickened anterior and posterior leaflets. 


vascularization of the base of the leaflets were in- 
terpreted as evidence of an acquired mitral stenosis. 
The aortic valve, with a circumference measuring 
7 cm., was normal. Thus far, the association of a 
large atrial septal defect with an acquired mitral 
stenosis permits the diagnosis of Lutembacher’s 
syndrome. 

The pulmonary artery and its branches were 
markedly dilated, and the intima was thickened, 
presenting a severe pulmonary sclerosis, as a result 
of the tremendous pulmonary overflow secondary 
to the left-to-right shunt through the atrial septal 
defect. A systematic examination of the pulmonary 
vessels demonstrated the following morphologic 
changes: 1. The capillary basement membranes in 
the alveolar septums showed focal rather than dif- 
fuse thickening. These changes are ascribed to the 
mitral stenosis. Many of the capillaries were dilated 
and engorged with red blood corpuscles. 2. The 
small arteries showed moderate tunica media and 
occasionally intimal thickening with narrowing of 
their lumens. Similarly, the muscular tunica media 
of the medium-sized and the elastic tissue media of 
the large branches of the pulmonary artery were 
moderately thickened. These vascular changes re- 
flected the development of marked pulmonary 
vascular resistance secondary to increased pul- 
monary blood flow. 

Microscopically, the myocardium of the left ven- 
tricle showed scarring evidenced by broad bands of 
connective tissue enlarging the preexistent connec- 
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tive tissue septums, occasionally also replacing rela- 
tively few myocardial fibers. In the right ventricle 
the myocardial scarring was limited to the papillary 
muscles and subendocardium, and it was more 
extensive than in the left ventricle. The subendo- 
cardial scarring is interpreted as the end-product 
of subendocardial microinfarcts resulting from ab- 
solute or relative insufficiency of the coronary blood 
supply. 

In addition to these older lesions, the posterior 
wall of the right ventricle just above the apical 
region revealed a recent lesion measuring 3 by 3 
cm. In this area the myocardium felt soft and 
flabby. The lesion occupied chiefly the central mass 
of the myocardium. It consisted of yellow-gray to 
bright yellow foci adjacent to or surrounded by 
hemorrhagic areas (fig. 4). Microscopically, the 
lesion was characterized by increased acidophilia, 
fragmentation, and loss of cross striation of the 
muscle fibers. The nuclei of the myocardial fibers 
were pyknotic or absent. Edema, hemorrhage, be- 
ginning fatty degeneration of the myocardial fibers, 
and leukocytic infiltration completed the typical 
picture of an acute myocardial infarct of three or 
four days’ duration. The interesting feature of this 
infarct was, however, its rare location, namely in 
the right ventricular wall. 

The coronary arteries were patent; they failed to 
reveal thrombotic or embolic occlusion or even 
severe atherosclerosis. Microscopically, however, a 
section taken from the infarcted area revealed re- 
cent occlusion of the small branches of the coronary 
arteries, whereby the walls of the vessels at the site 
of occlusion were not diseased. 


Fig. 4.—Myocardial infarct of posterior wall of right ven- 
tricle. 


Pathological Diagnosis.—Pathological diagnosis 
was large atrial septal defect; persistent left superior 
vena cava opening into coronary sinus; mitral steno- 
sis (acquired); hypertrophy and dilatation of the 
right ventricle and right atrium; moderate dilatation 
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of the left atrium; thrombosis of the left auricular 
appendage; marked dilatation of the pulmonary 
artery; recent myocardial infarct of the posterior 
wall of the right ventricle due to coronary embo- 
lism; moderate myocardial fibrosis of the left ven- 
tricle; subendocardial myocardial scarring of the 
ight ventricle; pulmonary arteriosclerosis; cardiac 
‘ibrosis (cirrhosis) of the liver; and _arteriolo- 
vephrosclerosis. 


Comment 


Dr. Szanto: This is a classic instance of Lutem- 
bacher’s syndrome, which is a combination of atrial 
septal defect with congenital, or more frequently, 
is in this case, with acquired mitral stenosis. Atrial 
septal defect is a common form of congenital heart 
disease. It occurs twice as frequently (Lutem- 
bacher’s syndrome three or four times as fre- 
quently) in females as in males. There are three 
types of embryonal septal defects, depending on 
their embryonal origin and location. 1. Complete 
or almost complete absence of atrial septum (cor 
triculare biventriculare ) is the result of early arrest 
of the septal development. 2. Perisistent ostium 
primum is due to failure of the union between sep- 
tum primum and the fused two atrioventricular 
endocardial cushions resulting in division of the 
common atrioventricular canal into mitral and tri- 
cuspid orifices. 3. “True patency of the foramen 
ovale” (Edwards*) should not be confused with 
the frequently present, clinically insignificant, slit- 
like orifice of the foramen ovale kept closed by its 
valve (“probe patent foramen ovale” occurring in 
25% of all adults). The widely open foramen ovale 
is the commonest type of atrial septal defect. It is 
not covered by the valve and is caused by either 
regression of the septum primum or a defective 
septum secundum. This case is a typical example 
of this type of atrial septal defect. 

In uncomplicated septal defect, regardless of the 
anatomic type, the shunt is directed from the left 
into the right atrium. There is also a simultaneous 
right-to-left shunt, which, however, is much less in 
volume than the left-to-right shunt and is not suffi- 
cient to cause cyanosis. The predominant left-to- 
right shunt will increase the blood flow through the 
right atrium and right ventricle, resulting in an 
increase of the right ventricular output. It there- 
fore increases the pulmonary blood flow. The right 
atrium and right ventricle become dilated and hy- 
pertrophied. While the pulmonary artery and its 
extrapulmonary branches become dilated, a dilata- 
tion which may assume aneurysm-like proportion, 
the aorta is relatively narrow. The disproportion 
between the size of the pulmonary artery and that 
of the aorta reflects well the difference in the blood 
volume between the two ventricles. Despite the 
increased pulmonary blood flow, the pulmonary 
pressure may be normal as long as the pulmonary 
vascular resistance is low. 
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In such instances the intrapulmonary arteries of 
all sizes appear microscopically normal *; their walls 
are thin and their lumens are wide. Only the tor- 
tuosity of the arteries may indicate the increased 
pulmonary flow. Massive pulmonary hemorrhage 
may occur as a complication of excess pulmonary 
blood flow. Earlier or later, however, the increased 
pulmonary blood flow will lead to elevation of the 
pulmonary vascular resistance and consequently 
raising of the pulmonary arterial pressure. 

The morphologic changes of the intrapulmonary 
arteries, as Edwards pointed out, reflect to some 
extent the height of the pulmonary pressure. If the 
pulmonary pressure is elevated to 40 to 80 mm. Hg, 
the walls of the small arteries and arterioles are 
thickened and the medium-sized muscular pul- 
monary arteries show hypertrophy of their tunica 
media. If the pulmonary hypertension is 80 mm. or 
higher, reaching even the level of svstemic blood 
pressure, the thickening of the walls of the intra- 
pulmonary arteries of all calibers is more marked 
and the media thickening is accompanied by in- 
timal fibrosis with resulting partial or complete 
occlusion of the arterial lumens. In this case the 
intrapulmonary systolic arterial pressure was just 
above 80 mm. and the morphologic alterations of 
the pulmonary arteries were accordingly distinct. 
The intimal thickening of the small arteries is more 
characteristic for Lutembacher’s syndrome than for 
pure atrial septal defect. 

Uncomplicated atrial septum defects belong to 
the group of acyanotic congenital heart diseases. 
This condition may remain unrecognized clinically 
until adult life, when it may manifest itself by 
congestive heart failure or by other complications, 
such as paradoxic embolism or cerebral abscess. As 
a result of congestive heart failure and/or marked 
elevation of the pulmonary arterial pressure, the 
pressure in the right atrium becomes higher than 
that in the left atrium, left to right shunt will pre- 
vail, and cyanosis will appear. In this case the com- 
bination of congestive heart failure with markedly 
increased pulmonary resistance explains the cyano- 
sis. 

Dr. Griffith has rightly pointed out that Lutem- 
bacher’s syndrome is rare, and it is overdiagnosed 
clinically and pathologically, while the uncompli- 
cated atrial septum defect is a frequent cardiac 
malformation. The pathological physiology of the 
Lutembacher’s syndrome is practically identical 
with that of atrial septum defect, but because of 
the mitral stenosis the left intra-atrial pressure is 
higher, and therefore the left-to-right shunt is ex- 
pected to be greater than in isolated atrial septal 
defect. 

Two days prior to her death the patient in this 
case experienced a “crushing” pain in the left chest. 
The electrocardiogram indicated an acute posterior 
wall infarct. This diagnosis was confirmed at au- 
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topsy, but the infarct was located in the posterior 
wall of the right ventricle and not in the posterior 
wall of the left ventricle as expected. Myocardial 
infarct of the right ventricle is rare. Its incidence is 
estimated between 1.5* and 3%.° Various explana- 
tions for the rarity of right ventricular infarct are 
offered, two of which will be mentioned here. 1. The 
smaller myocardial mass is supplied by richer cor- 
onary anastomosis ° than is the larger myocardial 
mass of the left ventricle. 2. The right ventricle is 
composed mainly of the deep sinospiral muscle 
bundles at the base and superficial and deep sino- 
spiral muscle bundles at the apex.’ According to 
Dr. Wartman, for some unknown reason, the deep 
sinospiral muscle is affected less frequently than the 
other muscle bundles, and this accounts for the 
rarity of the myocardial infarct of the right ven- 
tricle. 

The coronary arteries grossly failed to reveal any 
occlusion of their lumens or even arteriosclerotic 
changes, in spite of the careful examination of all 
the microscopically demonstrable arterial branches 
by transverse sections. It is generally recognized 
that inadequate coronary blood supply due to 
atherosclerotic narrowing of the coronary arteries 
may cause myocardial infarction without occlusion. 
The incidence of this occurrence varies between 30 
and 60% in the various series.* The incidence of 
antecedent hypertension and old infarcts leading to 
hypertrophy is greater in patients with myocardial 
infarction due to marked coronary sclerosis without 
occlusion than in those with myocardial infarct due 
to coronary occlusion. 

In this case atherosclerosis of the coronary ar- 
teries was absent, and only the microscopic exami- 
nation revealed recent occlusion of the small ar- 
teries. Because of the absence of any evidence of 
pathological changes in the arterial wall at the site 
of occlusion, the diagnosis of coronary embolism 
was made. The left auricular thrombi presented a 
possible source of coronary embolism, although the 
possibility of paradoxical embolism from the right 
auricular appendage or from an unidentified focus 
of the venous circulation has also to be considered. 

Anyhow, our case fulfills the criteria set by 
Saphir ° and others *° for the pathological diagnosis 
of coronary embolism. The interesting feature of 
this case, however, is the site of the myocardial 
infarction in the right ventricle combined with 
absence of involvement of the larger coronary 
arteries. It is possible that a study of the coronary 
arteries by means of injecting radiopaque material 
as described by Blumgart and others '’ might have 
enabled us to demonstrate embolic occlusion of 
larger arterial branches than those demonstrated in 
the sections; but even then the fact remains that 
the occlusion of small or relatively small arterial 
branches led to such a large myocardial infarct. 
We have repeatedly observed large and medium- 
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sized coronary arteries with only insignificant ar- 
teriosclerotic changes and partial or complete, 
arteriosclerotic or thrombotic occlusion in only the 
small arteries of the infarcted areas. 

This case illustrates that myocardial infarction is 
not necessarily bound to thrombotic or embolic 
occlusion of the large branches of the coronary 
artery. Any disproportion between demand and 
supply of blood may result in an impairment of the 
heart muscle. The marked hypertrophy of the 
right ventricle led to a relative coronary insuff- 
ciency. The large mass of the myocardium of the 
right ventricle outgrew its blood supply. This rela- 
tive coronary insufficiency predisposed the right 
ventricle to a massive infarction secondary to em- 
bolic occlusion of the small arterial branches. The 
sudden onset of the clinical symptoms is one of the 
characteristic features of coronary embolism. 


The intensive cardiac studies were performed by Dr. 
Robert F. Dillon of the Cardiophysiology Department of 
Cook County Children’s Hospital, under the direction of 
Dr. Benjamin M. Gasul. 
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COUNCIL ON DRUGS 


NEW AND 


and reports of investigations. 


Hydroxydione Sodium Succinate.—Sodium 21- 
hydroxypregnane-3,20-dione succinate.—The struc- 
tural formula of hydroxydione sodium succinate 
may be represented as follows: 
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Actions and Uses.—Hydroxydione sodium suc- 
cinate is a steroid compound, but its actions in no 
way resemble those of the adrenal or sex steroid 
hormones. Hydroxydione produces a nonselective 
central nervous system depression leading to hyp- 
nosis and general anesthesia. The drug induces 
changes in the electroencephalogram similar to 
those seen with thiopental, but its onset of action is 
much slower than with thiopental. Little is known 
about its mechanism of action, metabolic fate, or 
excretion. 

Hydroxydione sodium succinate is used intra- 
venously as a basal anesthetic or for the induction 
of general anesthesia prior to maintenance with 
nitrous oxide-oxygen or other gaseous anesthetic 
agents. It is not sufficiently potent for use as the sole 
anesthetic, even for minor procedures involving 
little trauma. Induction with hydroxydione is char- 
acterized as smooth but slow, at least in compari- 
son with the ultra-short-acting thiobarbiturates. For 
most patients, consciousness is not lost until three 
to five minutes after the last of the drug has been 
infused. Since relatively large amounts of the di- 
luted drug solution must be used, induction gen- 
erally requires up to 20 minutes. This delay in 
outward signs of drug action makes it difficult to 
judge accurately the dose needed. Recovery from 
anesthesia is usually complete within two to three 
hours. Because of its slow onset and prolonged 
duration of action, hydroxydione is not as satisfac- 
tory as thiopental and related thiobarbiturates for 
emergency use or for short operative procedures. 
The drug exerts an amnesic effect; little postopera- 
tive depression or nausea and vomiting are ob- 
served after recovery from anesthesia. 


NONOFFICIAL DRUGS 


Monographs and supplemental statements on drugs described here and in subsequent edi- 
tions of New and Nonofficial Drugs are based on the evaluation of available scientific data 


H. D. Kautz, M.D., Secretary. 


Hydroxydione sodium succinate provides little, if 
any, analgesia and does not affect glandular secre- 
tions. Hence, it should be used in conjunction with 
antisecretory, sedative, and/or analgesic premedica- 
tion. The drug appears to depress laryngeal and 
pharyngeal reflexes so that laryngospasm is rarely 
a problem. It does not suppress the cough reflex. For 
this reason, patients may buck or cough if an 
endotracheal tube is passed without prior applica- 
tion of a topical anesthetic. Since muscle relaxation 
with hydroxydione is only moderate, the drug 
cannot be depended upon to provide relaxation by 
itself. The usual anesthetic doses of hydroxydione 
produce little respiratory depression, although 
apnea can occasionally occur; tachypnea, with rates 
of 30 to 40 per minute, is observed in some patients. 
Hypotension, especially reduction in pulse pressure, 
attending the use of hydroxydione may also be ob- 
served, particularly when the rate of intravenous 
flow is too fast or when excessively concentrated 
solutions are used. This is usually slow in onset, 
with maximum depression in blood pressure gener- 
ally occurring 10 to 20 minutes after induction is 
completed. The hypotension occasionally may be 
sufficiently severe to require the administration of 
vasopressor agents. The drug has, apparently, no 
tendency to produce cardiac irregularities. 

Hydroxydione sodium succinate has a decided 
venous irritating effect, which constitutes a draw- 
back to its clinical use. Pain at the site of injection 
is frequently observed, occasionally followed by 
chemical thrombophlebitis. The irritating effect is 
more pronounced with concentrated solutions. As 
with any intravenously administered solution, re- 
peated injections into the same vein apparently 
enhance the likelihood of venous irritation. Ex- 
treme care should be taken to insure against acci- 
dental extravasation of the drug into the tissues. 
The veins of the lower extremities and the small 
veins of the hand and wrist should not be used for 
intravenous injection. 

Since the classical signs of anesthesia are ob- 
scured by administration of hydroxydione, it is 
necessary to rely on the reflex activity of the patient 
to determine the depth of anesthesia. The drug is 
contraindicated in patients with hypotension or 
tachycardia. It should be administered only by 
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anesthesiologists well trained in the physiology and 
pharmacology of the respiratory and circulatory 
systems. 

Hydroxydione is a new drug and may represent 
the pioneer agent in a new chemical class of intra- 
venously given anesthetics. However, much more 
clinical experience is necessary before its ultimate 
place in the armamentarium of anesthesiology can 
be determined. 

Dosage.—Hydroxydione sodium succinate is ad- 
ministered by intravenous injection only, preferably 
via the antecubital veins. The solution for injection 
should be freshly prepared from the dry powder to 
make a solution no more concentrated than 1% 
(10 mg. per cubic centimeter ). The calculated dose 
is then injected at a rate of 250 mg. (25 ce. of a 1% 
solution) per minute into the tubing of a rapidly 
running intravenous solution (isotonic sodium 
chloride solution or 5% dextrose in water for in- 
jection ). 

The total initial dose varies from 500 mg. to 1.5 
Gm. (50 to 150 cc. of a 1% solution), depending 
on the weight of the patient, his level of apprehen- 
sion, and the contemplated duration of the surgical 
procedure. As a guide to total dosage in adults, 
500 mg. will produce an effect for about 30 minutes; 
thus, for a one-hour procedure, a dose of 1 Gm. of 
hydroxydione is used. Dosage should be reduced 
somewhat for geriatric patients. For children be- 
tween 6 and 12 years of age, the initial dose should 
not exceed 500 mg. (50 cc. of a 1% solution). Gen- 
eral use in children under 6 years is not considered 
advisable at this time. 

Preparations: powder (injection ) 500 mg. 

Applicable commercial name: Viadril. 

Pfizer Laboratories, Division of Chas. Pfizer & Co., Inc., 
cooperated by furnishing scientific data to aid in the evalua- 
tion of hydroxydione sodium succinate. 


Iproniazid Phosphate.—1-Isonicotinoy]-2-isopro- 
pylhydrazine phosphate.—The structural formula of 
iproniazid phosphate may be represented as follows: 
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Actions and Uses.—Iproniazid is the isopropyl 
derivative of isoniazid and, like isoniazid, has tu- 
berculostatic activity. It has been used for the 
chemotherapy of tuberculosis, particularly in infec- 
tions of the bones and joints. Because of various 
side-effects, notably toxic psychoses and manifesta- 
tions of central nervous system stimulation, the use 
of the drug as a tuberculostatic agent is now gen- 
erally discouraged. At the present time, the main 
therapeutic interest in iproniazid stems from its 


J.A.M.A., Sept. 20, 1958 


ability to change (usually in the direction of im- 
provement ) the mood and behavior of patients with 
some types of mental depression. 

Iproniazid may be characterized pharmacologic- 
ally as a central nervous system stimulant of the 
psychomotor type, although its actions differ in a 
number of respects from those of the ampheta- 
mines. The drug is a potent and irreversible in- 
hibitor of monoamine oxidase, an enzyme involved 
in the metabolism of epinephrine, levarterenol 
(norepinephrine ), serotonin, and other physiologi- 
cally active amines. Increases in the concentration 
of these amines can be demonstrated in the brains 
of experimental animals after administration of 
large doses of the drug. The clinical significance 
of these observations is uncertain, and, at present, 
the precise mechanism of action of iproniazid is 
unknown. The drug potentiates other centrally 
acting drugs, both depressants and_ stimulants, 
presumably by interfering with their metabolism in 
the liver. Although it has a slow onset of action, 
iproniazid is a cumulative drug with a prolonged 
effect. Its metabolic fate is not completely under- 
stood; however, the isonicotinic acid moiety of the 
administered drug is known to be excreted in the 
urine. 

The principal therapeutic indication for ipronia- 
zid is in the treatment of psychotic patients with 
moderate to severe depressions. Even though all 
patients do not respond favorably, current evidence 
suggests that the drug may improve behavioral 
patterns without inducing artificial euphoria in 
some cases. Reported salutary effects include a feel- 
ing of well-being and increased vitality, decrease 
in psychomotor retardation, enhanced ability and/or 
desire to communicate, and, in some severely with- 
drawn patients, a return to useful functions. 
Schizophrenic patients, including those with cata- 
tonia, have been reported as not benefited by 
iproniazid; symptoms may, in fact, be intensified if 
the drug is administered during the acute phases 
of the disease. The drug has been of little value in 
depressed patients with organic brain syndrome. 
There is some evidence that younger patients seem 
to respond better than those in the older age group. 
In general, therapy with iproniazid is best reserved 
for those depressed patients who have not respond- 
ed to milder central nervous system stimulants such 
as amphetamine or methylphenidate. Most authori- 
ties also advocate an adequate trial of electroshock 
therapy before initiating iproniazid medication. It 
should be borne in mind that, since the response 
to iproniazid is slow, therapy should be continued 
at least two months before being considered un- 
successful. Because of its toxicity, iproniazid should 
not be employed for the treatment of mild, psycho- 
neurotic depressive states. 
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Increase in appetite and consequent weight gain 
have been observed in many psychiatric patients 
during therapy with iproniazid, presumably the 
result of improved mental status rather than an 
inherent property of the drug. Although these ef- 
fects may be desirable in emaciated, debilitated, or 
chronically ill patients, there is no justification for 
the employment of iproniazid in underweight, but 
otherwise normal, patients solely as an aid to weight 
gain. 

Iproniazid produces a wide variety of side-effects 
and untoward reactions, some of which are serious. 
The physician using this drug should carefully 
weigh the advantages to be gained against the 
risks involved. If the indications for therapy are not 
clear, the drug should not be given. Although 
iproniazid has been called a “psychic energizer,’ 
this term carries with it unsound and potentially 
dangerous psychological implications from the 
standpoint of self-medication. The definite incidence 
of untoward mental symptoms produced by the 
drug places it in a different category than caffeine 
or amphetamine. The wise physician will therefore 
refrain from indiscriminate prescription use of the 
drug. 

Among the more frequent side-effects to ipronia- 
zid are unwanted psychological reactions, ranging 
in severity from minor inappropriateness in be- 
havior, hyperactivity, and exaggerated dreams to 
personality changes which may be frankly psy- 
chotic. These effects seem to be reversible when 
the drug is withdrawn. The drug also produces a 
number of side-effects referable to autonomic dis- 
turbance. Among these (not necessarily in order of 
frequency) are postural hypotension, constipation, 
dryness of the mouth, diaphoresis, blurring of vi- 
sion, urinary hesitation, impotence, and palpitation. 
Postural hypotension, in particular, may be suff- 
ciently frequent and troublesome to require reduc- 
tion of dosage or cessation of therapy. Administra- 
tion of pressor amines is apparently of little value 
in overcoming this orthostatic type of hypotension. 
Neurological side-effects may also complicate ther- 
apy with iproniazid. These include hyperreflexia, 
clonus and tremors, paresthesias, peripheral neurop- 
athy, vertigo, dizziness, syncope, and muscular 
weakness. Miscellaneous side-effects to the drug 
include peripheral edema (chiefly of the ankles and 
thighs), gastric upsets, anorexia, dyspnea, and ab- 
dominal pain. Mild hypochromic anemia sometimes 
occurs early in the course of therapy with ipronia- 
zid. Although this has been self-limiting, the 
physician using the drug should perform periodic 
peripheral blood cell counts, keeping in mind the 
possible subsequent appearance of more serious 
hematological effects. 
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The most serious toxic effect referable to therapy 
with iproniazid is the development of jaundice. The 
exact incidence of this complication is unknown 
although it is probably quite low. Nevertheless, the 
appearance of jaundice must be regarded as an 
ominous sign, since this may be followed by ful- 
minating hepatitis which can be fatal. In fatal cases, 
the hepatitis has been sudden in onset with a rapid- 
ly downhill course. Postmortem examination of the 
liver in several of these patients has revealed patho- 
logical changes indistinguishable from acute viral 
hepatitis. It follows, therefore, that iproniazid is 
absolutely contraindicated in patients with either a 
history or the presence of jaundice, liver disease, or 
impaired hepatic function. Periodic liver-function 
tests are mandatory during therapy with this drug. 

Iproniazid should not be given to patients who 
are Overactive, Overstimulated, or agitated. It is 
probably contraindicated in epileptic patients. The 
drug should be used cautiously and in low doses 
in patients with impaired kidney function in order 
to prevent accumulation. Because iproniazid poten- 
tiates the action of certain other drugs, particularly 
alcohol, ether, barbiturates, meperidine, cocaine, 
procaine, and phenylephrine, it should be used with 
great caution whenever these drugs are employed. 
The relatively high incidence of postural hypoten- 
sion, with the attending danger of fractures and 
lacerations from falls, makes the use of the drug 
particularly hazardous in geriatric patients. 

Dosage.—Iproniazid phosphate is administered 
orally. As with other potent drugs, dosage should 
be adjusted to the individual patient. Since the drug 
has a cumulative action, the lowest effective dose 
should be employed at all times. Symptoms attrib- 
utable to withdrawal of iproniazid have been re- 
ported to occur within 48 hours after cessation of 
therapy which has been continued for several 
weeks. These symptoms include headache, exag- 
gerated dreams, vertigo, nervousness, hyperreflexia, 
irritability, insomnia, and depression. For this rea- 
son, the drug should be withdrawn gradually unless 
other manifestations of toxicity demand sudden 
cessation of therapy. 

The initial dose for nontuberculous conditions 
should not exceed 1 mg. per kilogram of body 
weight a day, given as a single dose. Dosage should 
then be reduced rapidly to lower maintenance levels 
of 0.2 to 0.5 mg. per kilogram of body weight daily 
or every other day until discontinuance of therapy 
becomes feasible. 

Preparations; tablets 10, 25, and 50 mg. 

Applicable commercial name: Marsilid Phosphate. 


Hoffmann-LaRoche, Inc., cooperated by furnishing scien- 
tific data to aid in the evaluation of iproniazid phosphate. 
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TEEN-AGE CLINICS 


HERE IS a growing appreciation of the 
, ; I fact that teen-agers have special problems 


which deserve more attention than they 

customarily receive. As children these 
patients were taken to a pediatrician for a routine 
checkup but as teen-agers they are apt to feel 
equally out of place surrounded by infants in the 
office of a pediatrician and surrounded by adults 
in the office of an internist or general practitioner. 
For this reason a teen-age clinic was established in 
Boston in 1952' and because of its success others 
have been or are being started. Gallagher * believes 
that the reason so little attention has been given to 
teen-agers as a special group has been their gen- 
erally low morbidity and death rate and the fact 
that they fall in between the chief interest of the 
pediatrician and that of the internist. It is char- 
acteristic of the adolescent that he is striving for 
independence, social acceptance, and recognition 
as an individual who is no longer a child while at 
the same time clinging to the security enjoyed as 
a child.” 

One of the first aims of the teen-age clinic is to 
build a strong rapport between physician and 
patient based on mutual understanding and _ re- 
spect. The patients whose ages are 12 to 21 may 
choose a male or female physician and once chosen 
they continue to see that physician as long as they 
attend the clinic. Should the advice of an allergist 
or other specialist be necessary this may sometimes 
be obtained by reviewing the case history without 
the presence of the patient. If the patient must be 
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seen he is seen by the consultant, the first time at 
least, in the clinic and in the presence of the re- 
ferring physician. There are no subclinics in the 
teen-age clinic. Even the magazines and other 
furnishings in the waiting room are chosen with 
teen-age interests in mind. 

Although the birth, developmental, and family 
history are usually obtained from a parent, the rest 
of the history is obtained from the patient. This and 
the physical examination are accomplished without 
the presence of a parent. This fact and the fact that 
examinations and recommendations are given to the 
patient rather than the parent help to establish the 
patient as a person and greatly facilitate treatment 
by overcoming resistance which can otherwise be 
a great stumbling block. The emphasis throughout 
is on the patient as an individual, not on the dis- 
ease. Careful records of changes in stature and 
development are made not only as a clue to the 
patient’s problems but also because of the great 
importance the teen-ager attaches to these changes. 
Because of the adolescent's lack of knowledge and 
curiosity about these matters much time is spent 
explaining normal variations often to the great re- 
lief of the patient. Unless extremely atypical, size 
makes little difference to the child or the adult but 
it is highly important to the teen-ager not to be too 
short or too tall, too fat or too thin, too advanced 
or too delayed in the development of the secondary 
sexual characteristics. Teen-agers have a sudden 
release of unbounded energy. They no longer just 
play around as do children nor do they just sit 
around as do adults. They go at things hard. They 
are mixed up, confused, and bewildered and to an 
adult usually make very little common sense. 

Teen-age clinics are not only serving a formerly 
neglected group of patients, they are accumulating 
new knowledge about the medical problems of 
teen-agers. Because vast numbers of teen-agers are 
still under the care of general practitioners, pedia- 
tricians, and internists, these clinics offer training 
to members of these groups not so that they may 
become specialists in this field but so that in their 
own setting they may have a better understanding 
of the problems of adolescents. The physician any- 
where who can convince a teen-ager that he is in- 
terested in his or her problems, no matter how triv- 
ial from a medical standpoint, is not only helping 
a patient, he is helping a young person through a 
difficult period and assisting a mentally and physi- 
cally healthy individual in adjusting to a better 


adult life. 


1. Gallagher, J. R.: Clinic for Adolescents, Children 1:165-170 
(Sept.-Oct.) 1954. 

2. Gallagher, J. R.: The Adolescent and Pediatric Education, Pedi- 
atrics 19:937-939 (May) 1957. 

3. Roth, A.; Weissman, A.; and Linden, C.; Plan for Medical Care 
for Adolescents, Pediatrics 18:86-89 (July) 1956. 
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COMPULSORY PREMARITAL 
BLOOD TESTING 


Last year THE JOURNAL carried an editorial ' 
calling for careful epidemiologic studies to either 
confirm or refute the value of the compulsory 
premarital blood test for syphilis. This year one of 
the first of no doubt many such studies to come, 
has been published. The new report?’ states, “The 
statistical evidence suggests that, at least during 
the last decade, the mortality and morbidity from 
syphilis were not influenced greatly by the compul- 
sory premarital blood test. The tremendous de- 
clines observed seem attributable to other factors 
such as intensified case finding, the wide-spread 
examination and treatment of pregnant women and 
particularly to improved therapy with penicillin.” 

Of the newly reported total cases of primary and 
secondary syphilis in the United States in 1956 
(which do tend to show a slight rise over 1955), 
459 cases came from the state of South Carolina 
alone. The Chief of the Venereal Disease Section 
of that state, however, attributes the sharp rise 
primarily to intensified case finding programs. 

The authors of the new report on whether pre- 
marital blood tests should be compulsory feel the 
most dependable statistical measures to show the 
decline of syphilis are (1) the rate of mortality 
from syphilis in infancy and (2) the reported mor- 
bidity from syphilis in the primary and secondary 
stages. They feel these two indexes are least aftect- 
ed by the distortions that result from multiple re- 
porting and prevent errors based on the late effects 
of syphilis contracted many years ago. During the 
entire period from 1910 until the present, the 
syphilis mortality of infancy dropped from 131.4 
to less than 1.0 per 100,000 infants, a decline of 
more than 99%. During the year 1955, 29 states 
reported not a single death from syphilis in infancy. 
As to morbidity, the reported case rates from pri- 
mary and secondary syphilis, all ages, although 
subject to the vagaries of case reporting, have also 
declined rapidly. The case rate per 100,000 in 1946 
was 70.94 as compared to 4.16 ten years later. 

According to the two epidemiologic statistical 
methods cited above, the percentage decline has 
occurred about equally in all states regardless of 
whether they have a compulsory premarital blood 
test law. Furthermore, the test reveals so few 
infectious cases of syphilis as to make it an unpro- 
ductive method of case finding as well as an 
enormously expensive one. 

Of even greater importance is the false-positive 
reaction to the serologic blood test. In a so-called 
high prevalence group (one which would be ex- 
pected to have relatively few biologic false-positive 
reactors) 12% with a positive standard serologic 


1. Compulsory Blood Testing, editorial, J. A. M. A. 163:551 (Feb. 
16) 1957. 

2. Hedrich, A. W., and Silverman, C.: Should Premarital Blood 
Test Be Compulsory? Am. J. Pub. Health 48:125-132 (Feb.) 1958. 
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test had negative reactions to the Treponema 
pallidum complement-fixation test. The impact of a 
false label of syphilis must always be emphasized, 
and a strong word of caution is sounded against 
the damage that can result from an increased pro- 
portion of false-positive reactions. 

Every physician is directly involved with legis- 
lation concerning compulsory blood testing. The 
subject matter in this editorial, however, pertains 
solely to premarital compulsory blood testing. When 
it comes to prenatal blood testing, failure to 
recognize the presence of a syphilitic infection in a 
pregnant woman and failure to treat her, with a 
resulting stillbirth, could lead to a lawsuit. Because 
syphilis has such an effective treatment (sometimes 
accidentally treated through penicillin therapy for 
a nonvenereal infection) the private physician and 
the public health official have enjoyed tremendously 
improved cooperation in controlling this disease. 
The private physician should now assume the addi- 
tional responsibility of weighing the penalties 
(e. g., false-positives) of premarital compulsory 
blood testing against the benefits for our popula- 
tion, and he should not hesitate to express his 
clinical impressions to the proper authorities. As 
demonstrated by the reported findings in South 
Carolina, our excellent record should not cause us 
to become smug, but should convince us that 
vigilance has paid off. 


MEDICINE AND LABOR 


Elsewhere in this issue of THE JouRNAL (page 290) 
is a brief report on a recent meeting between 
representatives of medicine and labor. One of the 
largest labor organizations in the nation, the Inter- 
national Ladies’ Garment Workers’ Union, played 
host in August to leaders of medicine at a confer- 
ence on “third parties” in medical service. This 
union has a yearly health and welfare budget of 
30 million dollars. The purpose of the meeting was 
to permit physicians and union leaders to meet, 
comment on their respective positions, exchange 
ideas, and explore areas of mutual interest with the 
hope that from such a meeting would come oppor- 
tunities for the future. More such conferences will 
be held in the weeks to come, both at the local 
level in Pennsylvania and other states and at the 
national level in Chicago. Already the A.M.A. 
Council on Medical Service has developed plans 
for an informal conference in October with medical 
directors of 10 medical care programs sponsored 
directly or indirectly by labor groups. The purpose 
of this and future scheduled sessions with other 
“third parties” is to explore general principles and 
policies which may be applied to the relationships 
between members of the medical profession and 
other interested groups. Obviously “third parties” 
in the field of medical service is a topic that falls 
within this general field. 


\ 
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MEDICINE MEETS WITH LABOR 


Our human needs and values go beyond the aims 
of trade unionism. We are interested in the same 
things you are—extension of life. It is the job of the 
union to promote health consciousness. This is as im- 
portant, if not more important, than higher wages 
and better working conditions. 


With the above comment David Gingold, vice- 
president of the International Ladies’ Garment 
Workers’ Union, welcomed more than 100 physi- 
cians and union representatives, Aug. 26, at Unity 
House, an ultramodern resort which the ILGWU 
operates at Forest Park, Pa. It was the ILGWU 
which, in 1913, established the first union health 
center in the United States. 

Among those invited by the union to the two-day 
conference on “The Third Party and Organized 
Medicine” were physicians and laymen from the 
labor organization’s far flung medical centers and 
selected leaders from every level of organized med- 
icine. Representing the American Medical Associa- 
tion was Dr. James Z. Appel of Lancaster, Pa., a 
member of the Board of Trustees. Included among 
the guests were Dr. Norman Welch of Boston, vice- 
speaker of the A. M. A. House of Delegates; Dr. 
Ernest B. Howard of Chicago, Assistant Executive 
Vice-president of the A. M. A.; and officials of 
medical associations from Massachusetts, Pennsyl- 
vania, New Jersey, and Philadelphia. 

At the close of the conference, at which differing 
viewpoints were expressed alongside statements of 
cordiality, it was announced that similar meetings 
at local levels would be held by various ILGWU 
and medical society representatives in Pennsylvania 
beginning this month. The stated purpose of the 
conference was not to resolve any specific differences 
between organized medicine and organized labor 
but, rather, in the words of the union, “to explore in 
a constructive fashion the issues which have arisen 
with the advent of the so-called ‘third party’ in the 
field of medical care.” (A meeting called by the 
A. M. A. Council on Medical Service with a similar 
goal is scheduled for next month [October] in Chi- 
cago. This will be an informal session with medical 
directors of 10 medical care programs sponsored 
directly or indirectly by labor groups. ) 

Following are excerpts from papers delivered at 
the Unity House conference and also some selected 
comments made by participants and guests during 
periods for free discussion: 

Gus Tyler, director of the ILGWU Training In- 
stitute: “We are concerned with the whole man in 
the community, just as medicine is so concerned.” 


Dr. Appel: “Since most third parties are in reality 
primarily financial organizations they might for fi- 
nancial reasons select poorly qualified and cheap 
physicians to render medical care to their bene- 
ficiaries in order to save money. . . . Money paid 
into a union health fund belongs to the worker. He 
is the one who should designate how it is used, to 
whom it should be paid, and to what extent... . 
The American Medical Association at this time be- 
lieves that the patient should have the reasonable 
right to select his or her own physician from among 
all physicians who are qualified and willing to ren- 
der the type of medical care indicated. . . . The 
ability of the physician and the evaluation of medi- 
cal service rendered cannot be determined by ac- 
counting procedures, I. B. M. machines, electronic 
brains. The medical profession believes that it and it 


Dr. James Z. Appel, a member of the A, M. A. Board of 
Trustees, addresses physicians and union representatives at 
meeting sponsored by International Ladies’ Garment Work- 
ers’ Union. At far left is Dr. Caldwell Esselstyn. Listening at 
right are ILGWU officials Adolph Held and Louis Rolnick 
and Dr. Herbert Abrams. 


alone is qualified to perform this job. Organized 
medicine is sincere in its desire to perform this 
function of policing itself.” 

Agnes Brewster, medical economist of the Social 
Security Administration: “Third party payments are 
part of the fabric of our times. Moving together in 
the space age can best be accomplished if the 
parties of the first and second part understand each 
other so that the party of the third part can do a 
satisfactory job of bringing the other two together.” 

John Tomayko, director of welfare and pensions 
for the steelworkers’ union: “I don’t think that free 
choice of physician exists today. A patient simply 
goes to his neighborhood doctor to get care.” 

Dr. Samuel B. Hadden, Philadelphia psychiatrist: 
“When people are sick they are sick in spirit, too. 
They cannot, like cattle, be treated on a mass pro- 
duction line basis.” 
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Dr. Caldwell Esselstyn, director of Rip Van 
Winkle Medical Clinic, Hudson, N. Y.: “He who 
pays the piper has a right to call the tune. . . . Some 
sort of government regulation is necessary in the 
health insurance field.” 

Dr. William B. Harer, member of the Board of 
Trustees of the Medical Society of Pennsylvania: “A 
small minority of doctors rest on their laurels after 
licensure and seldom read medical magazines or at- 
tend medical meetings. Organized medicine has no 
responsibility to provide economic security for such 
doctors by insisting upon their inclusion in health 
and welfare fund programs. The medical profes- 
sion now recognizes the necessity for strict, impar- 
tial action against nonconforming doctors. We also 
recognize that varying degrees of training, experi- 
ence, skill and competence exist among our mem- 
bers. . . . The medical profession is not demanding 
completely unlimited, unrestricted free choice. To 
do so would be very unrealistic. . . . I suggest that 
unions be completely honest by adopting the fol- 
lowing course of action: When the total revenue 
available to a health and welfare fund has been de- 
termined, find out from insurance underwriters what 
medical services such an amount of money will pur- 
chase for the total number of eligible participants, 
and then under free choice make these services 
available in a way that will be used by all members 
and their eligible dependents.” 

Dr. Herbert K. Abrams, Medical Director of Un- 
ion Health Center, Inc., Chicago: “Medicine is no 
longer a mystic undifferentiated art, in which the 
appellation of ‘Doctor’ evokes a picture of equal 
ability for all who have the title. Health education 
has begun to reap results. The public is beginning to 
ask for the same things in medical care which we as 
a profession have always subscribed to. . . . We 
physicians cannot afford to be destructive. Let us 
nourish our scientific curiosity. Let us all have, not 
merely tolerance for new solutions to improve medi- 
cal care, but let us be constructively enthusiastic to 
new ideas. More than this, let us as the medical pro- 
fession provide the leadership which society expects 
of us in solving the problems of adequate distribu- 
tion of medical care.” 

Martin Moran, an ILGWU representative from 
Harrisburg, Pa.: “Before George Meany took over, 
we always had a pat answer to charges of corrup- 
tion, racketeering or communism in any union. The 
answer was one word: autonomy. It was a poor ex- 
cuse. Perhaps if a medical society is acting improp- 
erly, ‘autonomy’ also should not be used by the med- 
ical profession as an excuse. Perhaps the A. M. A. 
needs a George Meany.” 

Dr. Leo Price, director of the ILGWU Union 
Health Center in New York City: “Industry is allo- 
cating one and a half billion dollars a year to health 
and welfare funds. They have developed a market 
for medical care that certainly will affect the trends 
in medical service for a long time to come.” 
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Dr. Edgar W. Meiser, former chairman of the 
committee on medical economics of the Medical 
Society of the State of Pennsylvania (recalling the 
start of the mine workers union health and welfare 
program in 1946): “Medicine, with its heritage of 
idealism, and labor with its cold, calculated realism 
met on unfamiliar grounds with an inherited mutual 
malignant distrust. Obviously, no rules of conduct 
had been agreed upon before this conflict began, 
and we both—labor and medicine—erected our first 
milestone of stupidity. In retrospect, one must won- 
der if there had been a conference held in an atmos- 
phere of respect and attempted understanding, 
whether mutual agreement of conduct could have 
been reached, and this present intolerable situation 
could have been avoided.” 

Adolph Held, director of the ILGWU Welfare 
and Health Benefits Department (at the close of the 
conference ): “To all of you let me relay some fine 
advice given many years ago by a wise labor leader: 
‘The greatest problem after a big strike is calming 
the pickets.’ ” 


OPTOMETRISTS WANT AMENDMENT 
TO SOCIAL SECURITY ACT 


June 28, 1958 


The Honorable Wilbur D. Mills, Chairman 
House Committee on Ways and Means 
House of Representatives 

Washington 25, D. C. 


Dear Mr. Mills: 


During the hearings just concluded on social 
security, the American Optometric Association 
urged an amendment to the Social Security Act as 
follows: 

“It is hereby declared to be the intent of Congress 
that the services of all duly licensed practitioners 
within the scope of their practice as prescribed by 
the laws of the jurisdiction in which the service is 
rendered shall be made available to all beneficiar- 
ies or recipients of federal aid and to that end the 
term ‘health care’ shall hereafter be deemed to 
supersede the term ‘medical care, save and except 
where the service to be rendered can only be per- 
formed by a duly licensed physician.” 

The American Medical Association believes that 
the enactment of such an amendment would not be 
in the public interest. In fact, we believe the 
language in existing law which permits optometrists 
to make determinations of blindness is contrary to 
the public interest. 

It is the position of our Association that Title X, 
Section 1002 (a) (10) should be amended by de- 
leting from such subsection the words “or by an 
optometrist, whichever”. 
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To grant optometrists the right to make exam- 
inations for determining blindness may result in a 
failure to ascertain the cause of blindness and thus 
prevent the administration of necessary medical 
rehabilitative care. The application of medical skills 
by a doctor of medicine will, in many cases, insure 
the detection and successful treatment of the or- 
ganic and systemic causes of blindness. Unfortu- 
nately for the patient, such diagnosis and treatment 
cannot be provided by optometrists. 

It is my hope that this statement can be made a 
part of the records of your hearings. 


Sincerely yours, 
F. J. L. BLastncame, M.D. 
Executive Vice-president 


August 11, 1958 


The Honorable Harry F. Byrd 
Chairman, Committee on Finance 
United States Senate 
Washington 25, D. C. 


Dear Senator Byrd: 


On Friday, August 8, 1958, the American Opto- 
metric Association urged an amendment to the 
Social Security Act as follows: 

“The Congress hereby declares that it is in the 
public interest that the services of optometrists 
should be available to beneficiaries of health pro- 
grams financed in whole or in part by funds appro- 
priated from the Treasury of the United States. 
Nothing in this act or in any other Act authorizing 
health programs shal] be construed to exclude the 
utilization of the services of optometrists within the 
scope of their practice as prescribed by the laws of 
the jurisdiction in which the service is rendered.” 

The representatives of the Optometric Associa- 
tion also incorporated by reference an amendment 
offered before the House Ways and Means Com- 
mittee and further stated: 

“Both amendments we believe to be in the public 
interest and are willing to abide by the decision of 
this Committee as to which one is preferable.” 

The American Medical Association does not be- 
lieve that either of these proposals are in the public 
interest or that they are the only alternatives open 
to the Committee. We do not believe that proposals 
which would, by one stroke of the pen, amend all 
federal statutes dealing with medical care should 
be considered lightly or be the subject of only two 
days of hearings. We believe that the federal agen- 
cies involved and the public at large should be 
given an opportunity to study the consequences 
and to express an opinion. 

The American Medical Association therefore 
recommends that the Senate Finance Committee 
follow the example of the House Ways and Means 
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Committee by rejecting these proposals. We also 
urge that the Senate Finance Committee go one 
step further and amend Title X, Section 1002(a)(10) 
by deleting from such subsection the words “or by 
an optometrist, whichever.” 

The granting to optometrists the right to make 
examinations to determine blindness may result in 
a failure to ascertain the cause of blindness and 
thus prevent the administration of necessary med- 
ical rehabilitative care. Unfortunately, in too many 
cases proper treatment has been delayed or pos- 
sible rehabilitation or cure denied because of 
diagnoses rendered by others not qualified as med- 
ical practitioners. On the other hand, the medical 
skills possessed by physicians have resulted in the 
detection and successful treatment of the organic 
and systemic causes of blindness. 

It is my hope that this statement can be made a 
part of the record of your hearings. 


Sincerely yours, 
F. J. L. BLastincaMe, M.D. 


Executive Vice-president 


VETERAN DELEGATE TO RETIRE 


Dr. Walter E. Vest of Huntington, W. Va., who 
has served as one of the two A. M. A. delegates 
from that state since 1934, will retire after the 
A. M. A. Clinical Meeting in Minneapolis in De- 
cember. During his tenure of office as a member of 
the A. M. A. House of Delegates, he has not missed 
a roll call. The annual meeting of the West Vir- 
ginia State Medical Association in White Sulphur 
Springs, Aug. 21-23, was the 40th consecutive an- 
nual state meeting which he has attended. 

Doctor Vest will continue as editor of the West 
Virginia Medical Journal, an office he has held since 
1937. He is a past-president of the West Virginia 
State Medical Association and of the Southern 
Medical Association and is now a member of the 
Council on Constitution and By-Laws of the 
A. M. A. 

Dr. Charles A. Hoffman, also of Huntington, im- 
mediate past-president of the West Virginia State 
Medical Association, was named by the House of 
Delegates as A. M. A. Delegate to succeed Doctor 
Vest. He will take office on Jan. 1, 1959. 


CHANGE OF ADDRESS 


If you change your address please notify THe 
JourNAL at least six weeks before the change is 
made. Include the address label clipped from your 
latest copy of THE JouRNAL, being sure to clearly 
state both your old and new address. If your city 
has Postal Zone Numbers, be sure to include this 
Zone Number in your new address. 
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MEDICAL NEWS 


CALIFORNIA 

Psychiatric Meeting in Los Angeles.—The fifth an- 
nual meeting of the Southern California Psychiatric 
Society, a Branch of the American Psychiatric As- 
sociation, will be held Oct. 4 at the Hotel Statler, 
Los Angeles. The morning program will consist of 
workshops concerning the various phases of psycho- 
therapy. The afternoon program will be devoted to 
papers presented by authorities in psvchiatry. There 
will be an evening dinner dance. For information 
write the Southern California Psychiatric Society, 
427 N. Camden Drive, Beverly Hills, Calif. 


University News.—A portrait of Dr. Karl M. Bow- 
man, professor of psychiatry, emeritus, at the Uni- 
versity of California Medical Center, San Francisco, 
and retired medical superintendent of the Langley 
Porter Neuropsychiatric Institute, has been pre- 
sented to the university, the gift of a group of the 
psvchiatrist’s friends and colleagues. Dr. Bowman 
was named chairman of the Universitv of California 
department of psychiatry in 1942 and officially re- 
tired in 1956. 


COLORADO 

Annual State Meeting in Colorado Springs.—The 
88th annual session of the Colorado State Medical 
Society will be held at the Broadmoor Hotel, Colo- 
rado Springs, Sept. 24-27. The presidential address 
will be given the afternoon of Sept. 25 by Dr. John 
Zarit, Denver, after which an Institute on Alcohol- 
ism will be held, moderated by Dr. Marvin A. Block, 
Buffalo, N. Y., chairman, Committee on Alcoholism, 
Council on Mental Health, American Medical As- 
sociation. Papers to be presented at the general ses- 
sion include “What Anesthetic Drug Shall I Use 
Today?,” by Dr. Charles R. Stephen, Durham, N. C., 
and “The Staff Physician and the Hospital Pharma- 
cist,” by Samuel H. Kohan, B.S., Denver. A panel 
discussion on “Problems of Hemorrhage from the 
Gastro-Intestinal Tract” will be moderated by Dr. 
Harold D. Palmer, Denver. Guest speakers include 
the following: Sheldon D. Bacon, Ph.D., New 
Haven, Conn.; and Drs. Marvin A. Block, Buffalo, 
New York City; Robert E. Fleming, Boston; Harold 
E. Himwich, Galesburg, Ill.; John B. Miale, Miami; 
Merle M. Musselman and Jackson A. Smith, Omaha; 
Louis E. Prickman, Rochester, Minn.; George E. 


Physicians are invited to send to this department items of news of 
general interest, for example, those relating to society activities, new 
hospitals, education, and public health. Programs should be received 
at least three weeks before the date of meeting. 


Shambaugh Jr. and Hyman J. Zimmerman, Chicago; 
and William W. Scott, Baltimore. Question-and- 
answer and discussion periods and exhibits are 
planned. Entertainment includes a program of 
sports Sept. 24. 


IDAHO 
Regional Physicians Meeting at Sun Valley.—The 
first regional meeting of the American College of 
Physicians in Idaho will be held Sept. 27 in the 
Challenger Inn, Sun Valley, for the Idaho—Utah 
region. The meeting will be preceded by a meeting 
of the Idaho Society of Internal Medicine Sept. 26. 
Dr. Richard P. Howard, of Pocatello, governor of 
the college for Idaho, will present an address to 
open the meeting, and Dr. Theodore C. Bauerlein, 
Salt Lake City, governor for Utah, will preside at 
the afternoon session. Papers by invited speakers 
include: 
Mechanisms Controlling Blood Pressure with Emphasis on 
Hypotension, Dr. Fred W. Clausen, Salt Lake City. 
Doriden Intoxication Treated with the Artificial Kidney, 
Dr. George D. Gross, Salt Lake City. 
An Approach to Blood Coagulation Problems, Dr. Stanley J. 
Altman, Salt Lake City. 
Principal speaker of the evening will be Dr. Chester 
S. Keefer, Boston, regent of the college. For infor- 
mation write the American College of Physicians, 
4200 Pine St., Philadelphia 4. 


ILLINOIS 

Hines Medical Chief Takes Post in Manila.—Accord- 
ing to the Chicago Tribune, Dr. Lyle A. Baker, 
chief of medical services at Hines Veterans Hospital, 
near Maywood, is leaving the Veterans Administra- 
tion to become chief medical advisor for the Phil- 
ippine Memorial Hospital in Manila. Dr. Baker, a 
World War II medical officer, has been at Hines 
since 1941 and with the VA for 27 years. He is a 
diplomate of the American Board of Internal Medi- 
cine and associate professor of clinical medicine at 
the University of Illinois. Dr. and Mrs. Baker were 
guests at a farewell dinner at the Elmhurst Coun- 
try Club, before leaving for Manila Sept. 1. 


Personal.—Dr. Frederick M. F. Meixner, the first 
medical director of the Peoria Municipal Tubercu- 
losis Sanitarium and former member of the board 
of directors of the National Tuberculosis Associa- 
tion, has received the Alma B. Fringer memorial 
award from the Illinois Tuberculosis Association 
for “outstanding service in the field of tuberculosis.” 
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——Dr. Leland E. Powers joined the staff of the 
Association of American Medical Colleges as asso- 
ciate director July 1. Dr. Powers has been director 
of the School of Public Health and associate dean 
of the Faculty of the Medical Sciences, American 
University of Beirut, Lebanon, since 1954. 


Chicago 

Organize Speakers Bureau.—The Chicago Medical 
School has organized a speakers bureau and will 
provide faculty members to speak on medical top- 
ics, or on the history and objectives of the school. 
The speakers’ subjects cover a variety of scientific 
subjects, particularly on allergies, metabolism, pedi- 
atrics, heart disease, leukemia, cancer, the Rh fac- 
tor, psychiatry and psychology, gynecology and ob- 
stetrics, medicine and religion, medicine as a social] 
science, child-parent relationships, tuberculosis, 
arthritis, and other areas of medicine and surgery. 
Inquiries regarding speakers should be addressed 
to the Speakers Bureau, The Chicago Medical 
School, 710 S. Wolcott Ave., Chicago 12. 


Society News.—The officers of the Chicago Laryn- 
gological and Otological Society for 1958-59 are: 
president, Dr. J. Allan Weiss and secretary-treas- 
urer, Dr. Marvin F. Austin, 700 N. Michigan Ave., 
Chicago 11.——At the annual meeting of the Chi- 
cago Gynecological Society, June 20, the following 
officers were elected: president, Dr. Henry C. 
Hesseltine; president-elect, Dr. Clyde J. Geiger; 
vice-president, Dr. Alfred J. Kobak; secretary, Dr. 
William G. Cummings (Evanston); assistant secre- 
tary, Dr. Edward S. Burge (Evanston); and treas- 
urer, Dr. Walter F. Dillon. 


Information for Parents on Hearing.—An informa- 
tion series for the parents of young deaf children, 
sponsored by the Advisory Committee on Hearing 
Conservation and Rehabilitation of the Illinois Com- 
mission for Handicapped Children, will be held at 
the Chicago Hearing Society, 30 W. Washington 
St., Room 619, on six successive Wednesdays, 7:30 
to 9:00 p. m., Oct. 22 through Dec. 3. The series 
is designed to give parents information necessary 
to understand the handicap of deafness and to help 
their child in his early critical years. Speakers will 
include physicians, teachers, and technicians. This 
series is open to parents or relatives of young deaf 
children under 6 years of age living in the Chicago- 
land area. Admission is by referral only from the 
family otologist, pediatrician, public health depart- 
ment, or speech and hearing clinic where the child 
is known. Applications may be obtained from the 
Commission for Handicapped Children, 160 N. 
LaSalle St., Chicago; telephone Financial 6-2000, 
Ex. 835. 
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IOWA 


General Practice Meeting in Des Moines.—The 
Iowa Chapter of the American Academy of General 
Practice will hold its annual meeting at the Savery 
Hotel, Des Moines, Sept. 21-23, with the annual 
business meeting scheduled for Sept. 21, 3 p. m. 
The program includes the following out-of-state 
speakers: Drs. Joseph G. Molner, Detroit; Priscilla 
White, Boston; Francis D. Murphy, Milwaukee, 
Wis.; Clark H. Millikan, Rochester, Minn.; Nelson 
W. Barker, Rochester, Minn.; and Bruce Chown, 
Winnipeg, Manitoba, Canada. Luncheon addresses 
will be given by Dr. Jack McKenty, Winnipeg, and 
Mr. Loren Hickerson, executive secretary, State Uni- 
versity of Iowa Alumni Association, Iowa City. 
Twelve hours of category I credit will be granted 
to A. A. G. P. members who attend both days of 
the scientific sessions. The annual banquet will be 
held Sept. 22. 


NEW YORK 


Rabies in Oswego County.—The New York State 
Health Department has certified Oswego County as 
one where rabies exist, Dr. Herman E. Hilleboe, 
state health commissioner, has announced. Under 
the state public health law, the certification places 
a quarantine on all dogs, whether or not they are 
vaccinated against rabies. No dogs can legally be 


at large in Oswego County. Dr. Hilleboe said that 
following two years during which no cases of rabies 
were reported in the county, three cases of canine 
rabies have been reported this year. There are about 
13,000 dogs in Oswego County. A total of 109 cases 
of rabies in New York State has been reported this 
year, as compared with 141 for the first eight 
months of 1957. Of the eight cases of canine rabies 
reported, three have occurred in Oswego and three 
in Madison counties. Madison County has been 
certified since 1949. The other rabies incidence this 
year has been as follows: fox, 34; bovine, 43; and 
other animals, 24. The certification of Oswego 
County reportedly will continue until the threat 
has passed, and the quarantine can be removed for 
vaccinated dogs if 70% of the dogs in the county 
are vaccinated. 


New York City 

University News.—The Lord Cohen of Birkenhead 
has been appointed visiting professor of medicine 
at the State University of New York Downstate 
Medical Center in Brooklyn for the period Sept. 10 
to Sept. 30. He is a senior physician at the Royal 
Infirmary in Liverpool and chairman of the Stand- 
ing Medical Advisory Committee of the Ministry 
of Health. 
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Center for Service to Handicapped._New York 
University has created a Center for Rehabilitation 
Services to coordinate and broaden the institution's 
programs for the handicapped. The center will be 
an intrauniversity agency within the office of the 
university's executive vice-president, John E. Ivey 
Jr., Ph.D. Individual schools and colleges will con- 
tinue to operate rehabilitation programs independ- 
ently, with the center acting as an over-all coordi- 
nating and planning office. A director of the center 
has not yet been appointed. The university's ac- 
tivities in rehabilitation include the Institute of 
Physical Medicine and Rehabilitation at the NYU- 
Bellevue Medical Center, the training of personnel 
in adapted physical education and recreation for 
the handicapped within the School of Education, 
prosthetic research in the College of Engineering's 
research division, the development of a cleft palate 
clinic at the College of Dentistry, and clinical serv- 
ices offered by the psychology department. Con- 
ducting related service programs are the Reading 
Institute and the Testing and Advisement Center 
in the Division of General Education. Several units 
of the university have undertaken activities in pre- 
retirement counseling and other services concerned 
with aging. 


OHIO 

Fellowships for Research in Central Ohio.—Grad- 
uate students, physicians, and investigators inter- 
ested in heart research are invited to apply for 
fellowships available from the Central Ohio Heart 
Association. Research grants are made to nonprofit 
institutions in direct support of a particular in- 
vestigator. Prospective investigators must applv for 
a specific program of research under their direc- 
tion. Grants are awarded in support of research 
in the cardiovascular field or basic sciences related 
to it for periods of a vear or more. The association 
is also taking applications for fellowships for re- 
search and training at Central Ohio institutions. 
Fellowships are available for one vear and carry an 
annual stipend of from $4,800 to $7,000 a vear. Basic 
science fellowships are open to those with a bache- 
lor’s degree in a basic science, graduate students, 
or trainees in qualified research institutions. Fel- 
lows must engage in full-time basic science research 
related to cardiovascular disease. A clinical fellow- 
ship is open to those with an M.D. and two vears’ 
residency. Work may be conducted in any prop- 
erly qualified hospital in the Central Ohio area. 
The clinical Donald Mahanna fellowship is also 
open with the work being conducted at the Heart 
Station, University Hospital, Columbus. The sti- 
pend is $7,000 a year. Deadline for grant-in-aid 
applications is Nov. 1 for fellowships starting July 1, 
1959. For applications write the Central Ohio Heart 
Association, 50 E. Broad St., Columbus. 
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PENNSYLVANIA 

Health-Law Center in Pittsburgh.—The University 
of Pittsburgh has established a health law center 
within the Graduate School of Public Health with 
John F. Horty Jr., attorney from Johnstown, the 
director. The purpose is “to pursue, on a sustaining 
basis, studies concerning the legal aspects of medi- 
cine, dentistry, nursing, public health, hospitals and 
medical care.” The center will undertake a long- 
range program of research and teaching and will 
establish a clearinghouse for legislative and other 
legal materials in the health fields. Since September, 
1956, a hospital law research study has been under 
way at the university. Financial support ($234,528 ) 
for this research has been provided by the Na- 
tional Institutes of Health to the program in hos- 
pital and medical administration under Dr. John R. 
McGibony. A research team of six attorneys, two 
hospital administrators, and staff has been gathering 
material pertinent to the field of hospital law and 
is analyzing it; Mr. Horty has served as director 
of the research study. 


Philadelphia 

Dr. Ravdin Named University Vice-President.—Dr. 
Isidor S. Ravdin, John Rhea Barton Professor of 
Surgery at the University of Pennsylvania, has been 
appointed vice-president of the university for medi- 
cal development, following the recent resignation 
of Dr. Norman H. Topping, who was elected presi- 
dent of the University of Southern California after 
having served as vice-president for medical affairs 
at Pennsylvania since 1952. Dr. Ravdin will con- 
tinue in his capacity as chief of surgery at the 
Hospital of the University of Pennsylvania and as 
chairman of the department of surgery. He is also 
chairman of the board of regents of the American 
College of Surgeons and president of the American 
Surgical Association. 


PUERTO RICO 

Dr. Mandry to Be Honored.—The Sunderman 
award, presented to “The Clinical Scientist of the 
Year,” will be given to Dr. Oscar Costa Mandry, 
Santurce, Puerto Rico, at the annual meeting of 
the Association of Clinical Scientists, New York 
City, Oct. 11, 6:30 p. m., at The Park Sheraton 
Hotel. Dr. Frederick W. Sunderman, associate pro- 
fessor of medicine, Jefferson Medical College of 
Philadelphia, will present the award. “The Devel- 
opment of Clinical Science in Puerto Rico” is the 
title of Dr. Mandry’s award oration. 


VIRGINIA 

Medical Seminar on Personal Injury Problems.—The 
Department of Legal Medicine, Medical College 
of Virginia, and the Virginia State Bar have an- 
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nounced that their two-day Medical Seminar for 
Lawyers dealing with personal injury problems re- 
sulting from trauma, particularly automobile acci- 
dents, will be conducted Oct. 17-18 at the Medical 
College of Virginia, Richmond. The seminar will 
be limited to 100 attorneys. The program is de- 
signed to increase the proficiency of lawyers han- 
dling litigation in which medical testimony is in- 
volved. A staff of over 25 physicians will conduct 
the course. For information write Mr. Thomas D. 
Jordan, Medical Seminar for Lawyers, P. O. Box 41, 
MCV Station, Medical College of Virginia, Rich- 
mond 19, Va. 


WASHINGTON 

Annual Strauss Lecture.—On Nov. 5, 8:15 p. m., in 
the Auditorium of the Health Sciences Building, 
University of Washington, Seattle, Prof. Charles 
F. W. Illingworth, Regius Professor of Surgery at the 
University of Glasgow, Scotland, will give the ninth 
annual Alfred A. Strauss Lecture sponsored by the 
department of surgery of the university. Professor 
Illingworth, president of the British Society of 
Gastroenterology and past-president of the Asso- 
ciation of Surgeons of Great Britain and Ireland 
and the Surgical Research Society, will speak on 
“The Endocrine Aspects of Breast Cancer.” 


New Programs for Internship and Residency.—New 
internship and residency programs will be offered 
by the University of Washington School of Medi- 
cine, Seattle, beginning July 1, 1959, to be centered 
around the new University Hospital, which expects 
to receive its first patients next May and will grad- 
ually build up to its 300-bed capacity over a pe- 
riod of months. During the build-up period, other 
Seattle hospitals closely affiliated with the univer- 
sity will be used to give a rounded program of 
supervised patient responsibility. These are King 
County, Veterans Administration, and Children’s 
Orthopedic hospitals, with a bed capacity totaling 
more than 900. The University Hospital will be a 
teaching and research hospital, staffed by the uni- 
versity faculty and located on the university campus 
adjacent to the Health Sciences Building. It will 
feature a large outpatient clinic, a rehabilitation 
center, an inpatient psychiatric department, and a 
premature-infant center, in addition to the regular 
features of a teaching hospital. Twelve internships 
will be offered. Three will be rotating and nine 
mixed. Four of the mixed internships will have a 
major in medicine, four a major in surgery, and one 
in pediatrics. Intern stipends will be $150 per month 
plus $30 food allowance. Uniforms and laundry 
service are free. Housing will be the intern’s re- 
sponsibility. Residencies will be offered in most of 
the services of the new hospital. Residents will also 
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make use of the facilities of affiliated hospitals. In- 
quiries should be addressed to Medical Director, 
University Hospital, University of Washington, 
Seattle 5. 


WEST VIRGINIA 

State Medical Election.—Officers elected at the 91st 
annual meeting of the West Virginia State Medical 
Association include the following: president, Dr. 
George F. Evans, Clarksburg; president-elect, Dr. 
Jacob C. Huffman, Buckhannon; vice-president, 
Dr. John W. Hash, Charleston; and treasurer, Dr. 
Thomas M. Barber, Charleston. 


Personal.—Dr. William D. McClung, of Richwood, 
has been appointed by Governor Underwood a 
member of the West Virginia Board of Health for 
the nine-year term ending June 30, 1967. The gov- 
ernor also announced the reappointment of Dr. 
Clark K. Sleeth, of Morgantown, as a member of the 
West Virginia State Board of Examiners for Prac- 
tical Nurses. He will serve for a five-year term end- 
ing June 30, 1963.——Dr. Paul L. Conrad, of Gary, 
has left for Dhamton, M. P., India, where he will 
resume his old post as general superintendent of a 
100-bed hospital owned and operated by the 
Mennonite Church in India. Dr. Conrad’s address 
overseas will be Christian Hospital, Dhamton, 
M. P., India.——Dr. Everett H. Starcher, of Logan, 
has been appointed by Governor Underwood a 
member of the Medical Licensing Board for the 
five-year term ending June 30, 1963. 


Physicians Meeting in Huntington.—The West Vir- 
ginia regional meeting of the American College of 
Physicians will be held at the Prichard Hotel, Hunt- 
ington, Sept. 20. Papers to be presented by invited 
guest speakers include “Collagen Heart Disease; 
Report of an Unusual Case,” by Dr. Samuel Biern 
Jr., of Huntington, and “Oral Manifestations of 
Medical Diseases,” by Dr. Clyde Litton, of Charles- 
ton. Dr. Charles H. Drenckhahn, of Urbana, IIl., 
third vice-president of the college, will give high- 
lights of college activities preceding the conclusion 
of the program, a summary and discussion by Dr. 
Maurice C. Pincoffs, Baltimore, past-president and 
regent of the college. At the dinner, with Dr. Paul 
H. Revercomb, governor for West Virginia, as toast- 
master, Dr. Pincoffs will present an address. A 
ladies’ program is arranged. Fee for registration, 
social hour, and dinner, payable to Dr. William E. 
Bray Jr., 1016 6th Ave., Huntington, W. Va., is $8. 


Postgraduate Institute at Martinsburg.—The third 
Postgraduate Institute, sponsored jointly by the 
Eastern Panhandle Medical Society and the West 
Virginia Chapter of the American Academy of 
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General Practice, will be held at the Shenandoah 
Hotel, at Martinsburg, Sept. 27-28. The institute 
will begin at 9 a. m., Sept. 27, when a surgical pro- 
gram will be presented with a panel discussion to 
follow. Other sessions will be devoted to medicine, 
pediatrics, and obstetrics and gynecology. A total 
of 18 papers are scheduled for presentation. At a 
luncheon at noon, Sept. 28, Capt. William M. Snow- 
den, M. C., U. S. N., of Washington, D. C., deputy 
director, Aviation Medicine Operations Bureau of 
Medicine and Surgery, Navy Department, will speak 
on “Man In Space.” Capt. Maurice M. Witherspoon, 
Chaplain’s Corps, U. S. N. (Ret.), will be guest 
speaker at the banquet Sept. 27. His subject will 
be “Let’s Live and Like It.” Members of the Ameri- 
can Academy of General Practice will be granted 
12 hours category one credit for two days attend- 
ance at the meeting. For information write the 
General Chairman, Dr. Halvard Wanger, Shep- 
herdstown, W. Va. 


Society News.—At the annual meeting of the West 
Virginia Society of Anesthesiologists the following 
officers were elected: president, Dr. David A. 
Haught, Huntington; vice-president, Dr. Logan W. 
Hovis, Parkersburg; and secretary-treasurer, Dr. 
Eldon B. Tucker Jr., Morgantown.——The West 
Virginia Chapter of the American College of Sur- 
geons has installed the following officers: Dr. 
William D. McClung, Richwood, president: 
Dr. Kenneth G. MacDonald, Charleston, vice- 
president; and Dr. Victor S. Skaff, Charleston, 
secretary-treasurer.——Dr. Seigle W. Parks, of 
Fairmont, was installed as president of the West 
Virginia Chapter of the American Academy of 
General Practice in May succeeding Dr. Halvard 
Wanger, of Shepherdstown. Dr. Myer Bogarad, of 
Weirton, who served as vice-president during the 
past year, was named president-elect and will as- 
sume his duties as president at the annual meeting 
in Charleston next May. Other officers are: Dr. 
Jerome C. Arnett, of Rowlesburg, vice-president; 
Dr. James K. Pickens, of Clarksburg, secretary (re- 
elected); and Dr. Don S. Benson, of Moundsville, 
treasurer (reelected ). 


GENERAL 

Diabetes Week.—The week of Nov. 16-22 will be 
observed as Diabetes Week. Each year the week 
which precedes Thanksgiving is the official Dia- 
betes Week as selected by the Council of the Amer- 
ican Diabetes Association upon recommendation of 
the executive committee. Affiliate associations and 
committees on diabetes detection of county and 
state medical societies are being urged to note these 
dates in making plans for development of public 
education and detection programs. 
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Postdoctoral Study in Statistics.—Awards for study 
in statistics by persons whose primary field is not 
statistics but one of the physical, biological, or so- 
cial sciences to which statistics can be applied are 
offered by the department of statistics of the Uni- 
versity of Chicago. The awards range from $3,600 
to $5,000 on the basis of an 1l-month residence. 
The closing date for application for the academic 
year 1959-60 is Feb. 16, 1959. Information may be 
obtained from the Department of Statistics, Eck- 
hart Hall, University of Chicago, Chicago 37. 


Prevalence of Poliomyelitis.—According to the Na- 
tional Office of Vital Statistics, the following num- 
ber of reported cases of poliomyelitis occurred in 
the United States, its territories and possessions in 
the weeks ended as indicated: 


Aug. 23, 1958 
——, Aug. 4, 


= 
Paralytic Total 1957 
Area Type Cases Total 
New England States 
Maine an 2 
Rhode Island . ‘i 
2 5 
Middle Atiantie States 
13 22 22 
New Jersey 8 21 8 
Eust North Central States 
Indiana 4 17 
43 85 53 
Wisconsin ...... 2 5 2% 
West North Central States 
Minnesota ........ 4 
cans 4 7 5 
South Atlantie States 
Maryland ice Seis 2 2 2 
District of Columbia ............. 7 
West Virginia 2 9 1 
2 4 ll 
South Carohan ‘ 1 1 
Florida 3 7 5 
East South Central States 
3 5 6 
West South Central States 
1 2 9 
Mountain States 
Colorado 2 


New Mexico : 
1 1 1 
Nevada .. 
Pacifie States 
ee 1 3 
Oregon 1 8 1 
California ; 4 5 41 
Territories and Possessions 
Alaska ... 
Hawaii . 2 2 
Puerto Ric 8 3 1 
149 314 396 
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Essay Contest on Chest Diseases.-The American 
College of Chest Physicians has announced the 
offering of three cash awards to winners of the 
1959 prize essay contest: first prize, $500; second 
prize, $300; third prize, $200. Each winner will 
also receive a certificate. The contest is open to 
undergraduate medical students throughout the 
world. Essays may be written on any phase of 
the diagnosis and treatment of chest diseases (car- 
diovascular or pulmonary ). The contest closes April 
15, 1959. For application and information write the 
American College of Chest Physicians, 112 E. Chest- 
nut St., Chicago 11. 


Funds for Heart Research.—Completing a_ first 
decade of research support, the American Heart 
Association has announced that a total of about 
8 million dollars, the largest sum the association 
and its affiliates have ever spent for cardiovascular 
research during a single 12-month period, will be 
expended for scientific studies during the 1958-59 
fiscal year. Funds for this research come from pub- 
lic contributions to the annual Heart Fund appeal. 
Dr. Robert W. Wilkins, American Heart Associa- 
tion president, said that $3,063,604 represents 
awards made by the association’s National Office. 
With its affiliates, the American Heart Association 
has expended about $31,500,000 for cardiovascular 
research since 1948, when it was reorganized as a 
national voluntary health agency. 


Hospital Association Dedicates New Headquarters. 
—The American Hospital Association has dedicated 
its new headquarters building, currently under con- 
struction at the corner of Lake Shore Drive and 
Pearson Street, Chicago. Mr. Arthur S. Flemming, 
Secretary of Health, Education, and Welfare, was 
the principal speaker. The 12-story building is 
scheduled for completion in December. The Ameri- 
can Hospital Association will occupy nine floors 
and the remaining three will house the American 
Association of Hospital Accountants, the American 
Association of Medical Record Librarians, the 
American College of Hospital Administrators, and 
the Illinois Hospital Association. The $7,851,900 
building includes an auditorium and a series of 
conference rooms and classrooms. Four dining 
rooms, a cafeteria, and a kitchen are among the 
facilities. The association’s headquarters have been 
located at 18 East Division Street since 1926. 


Allergy Awards to Medical Students.—The Allergy 
Foundation of America has announced awards of 
$500 summer or quarterly scholarships to 22 medi- 
cal students from medical schools throughout the 
United States and Canada “to encourage young 
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students to broaden their knowledge in the field of 
the allergic diseases by research and clinical train- 
ing.” These awards were made possible by grants 
to the Allergy Foundation of American by the Gus- 
tavus & Louise Pfeiffer Research Foundation, Mr. 
John D. Rockefeller Jr., Mr. Peter Kuhn, and the 
Barker Welfare Foundation. The students selected 
were nominated by the deans of their respective 
medical schools in collaboration with the heads of 
basic science departments at these institutions. The 
Allergy Foundation of America, with headquarters 
at 801 Second Avenue, New York City, was estab- 
lished late in 1953, “not only to promote medical 
education and research in the field of allergic dis- 
eases, but to expand public education.” 


Recreation Congress in Atlantic City.—The 40th 
National Recreation Congress, sponsored by the 
American Recreation Society, the National Recrea- 
tion Association, and the Public Recreation Asso- 
ciation of New Jersey, will be held Sept. 22-26 at 
the Ambassador Hotel, Atlantic City, N. J. Speeches 
will be given by Dr. Howard A. Rusk, New York 
City, on “An Integral Part of Rehabilitation,” and 
by Dr. Roland H. Spaulding, New York City, 
on “Motivation for the Patient, His Family and 
Friends.” Nine special sessions on “The Ill and 
Handicapped” are scheduled, including “Recreation 
—A Positive Force in Preventive Medicine,” with 
Dr. Alexander R. Martin, chairman, Committee on 
Cooperation with Leisure Time Agencies, American 
Psychiatric Association, Washington, D. C., as 
speaker. There will be workshops, demonstrations, 
and discussions covering special recreation program 
activities, use of volunteers, problems of supervi- 
sion, etc. For information write Mr. Willard B. 
Stone, Secretary, National Recreation Congress, 
8 W. Eighth St., New York 11. 


Winners of Ophthalmology Fellowships.—Six physi- 
cians who are beginning their residency training in 
ophthalmology have been announced as the 1958 
winners of fellowships provided by the Ophthal- 
mology Scholarship Fund of the Guild of Prescrip- 
tion Opticians of America, Inc. Each fellow will 
receive $1,800, paid in monthly stipends over the 
three years of residency training. This year’s fellow- 
ship recipients and the institution in which each 
will serve his residency are: Drs. Rolfe A. Becker, 
of Seattle, at the University of Minnesota, Minne- 
apolis; Norman Sanders, of Miami Beach, Fla., at 
the Jackson Memorial Hospital, Miami; Ronald 
M. H. Pinkerton, of Montreal, at the Montreal Gen- 
eral Hospital, Montreal; Clemens A. Struve, of Gal- 
veston, Texas, at the University of Texas Hospitals, 
Galveston; Blaine S$. Boyden, of Hawaii, at the 
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Presbyterian Hospital, New York City; Edward F. 
Becker, of Lansdowne, Pa., at the Jefferson Medi- 
cal College Hospital, Philadelphia. This brings to 
17 the present number of recipients of guild fellow- 
ships. 


Society News.—The officers elected at the annual 
meeting of the American Gastroenterological Asso- 
ciation are: president, Dr. Clifford J. Barborka, 
Chicago; president-elect, Dr. H. Marvin Pollard, 
Ann Arbor, Mich.; vice-president, Dr. Hugh R. 
Butt, Rochester, Minn.; treasurer, Dr. George G. 
McHardy, New Orleans; secretary, Dr. Franz J. 
Ingelfinger, Boston;.and members of the council, 
Drs. Julian M. Ruffin, Durham, N. C., Samuel A. 
Wilkinson Jr., Boston, and Charles A. Flood, New 
York City——The officers of the National Medical 
Association, Inc., are as follows: Dr. Relliford S. 
Smith, Macon, Ga., president; Dr. Edward C. Ma- 
zique, Washington, D. C., president-elect; Dr. John 
W. Maxwell, Milwaukee, first vice-president; Dr. 
Paul T. Robinson Sr., Richmond, Calif., second vice- 
president; Dr. Horace L. Small, Denton, Md., third 
vice-president; Dr. John T. Givens, 1108 Church St., 
Norfolk, Va., executive secretary; Dr. Alfred C. 
Fentress, Norfolk, assistant executive secretary; and 
Dr. Eugene T. Taylor, St. Louis, treasurer. Detroit 
was selected as the place for the association meeting 
on Aug. 10-13, 1959, and the headquarters will be 
at the Sheraton—Cadillac Hotel. 


Study of Pregnancy at High Altitudes.—A team of 
six doctors from five medical schools will go to the 
Peruvian Andes this fall for special studies of preg- 
nancy at high altitudes. One objective of the expe- 
dition will be to study how human beings and 
animals have made necessary biological adjustments 
to a lack of oxygen. For several years the six doc- 
tors have collaborated on sea-level studies of preg- 
nancy in animals. The expedition to Peru, financed 
by a grant from the Josiah Macy, Jr. Foundation, 
will be headed by Dr. Donald H. Barron, professor 
of physiology at the Yale University School of Medi- 
cine, New Haven, Conn., and will include Dr. Wil- 
liam E. Huckabee, Boston University School of 
Medicine; Dr. James Metcalfe, Harvard Medical 
School, Boston; Dr. Harry Prystowsky, University 
of Florida Medical School, Gainesville; Dr. Andre 
E. Hellegers, Johns Hopkins University School of 
Medicine, Baltimore; and Dr. Giacoma Meschia, of 
Yale University. They will conduct their investiga- 
tions at the Institute of Andean Biology in Moro- 
cocha, 15,000 feet above sea level. Dr. Alberto 
Hurtado, director of the Institute and Dean of the 
Medical School of the National University of San 
Marcos, Peru, will be host to the visitors. The group 
will return to the United States in mid-November. 
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Meeting on Psychosomatic Medicine in New York 
City.—The fifth annual meeting of the Academy of 
Psychosomatic Medicine will be held Oct. 9-11 at 
the Park Sheraton Hotel, New York City. Dr. Ber- 
nard B. Raginsky, of Montreal, Canada, president 
of the academy, will open the meeting with an ad- 
dress. Nine luncheon panel discussions and the fol- 
lowing three symposiums are arranged: “Mental 
Health and the General Physician,” “Depression 
and Psychophysiologic Disease (An Attempt at 
Interdisciplinary Integration),” and “Psychopharma- 
cology.” A session on psychotherapy the afternoon 
of Oct. 11 will include the following: 

Communication and Psychotherapy, Dr. Theodore Rothman, 

Los Angeles. 

Minor Psychotherapy, Dr. Rudolf Dreikurs, Chicago. 
Potentialities for Training in Psychiatry for the General 
Physician, Dr. Charles E. Goshen, Washington, D. C. 
A movie session and technical and scientific ex- 
hibits are scheduled. At the academy banquet ($10) 
8:30 p. m., Oct. 10, an award of merit will be pre- 
sented to Dr. Wilfred Dorfman, Brooklyn, secretary 
of the academy. Fee for nonmembers is $5 (resi- 
dents, interns, and nurses, $2). For information 
write Dr. Bertram B. Moss, Suite 1035, 55 E. Wash- 

ington St., Chicago 2. 


Report on Cancer Mortality—Cancer mortality 
among industrial policvholders of the Metropolitan 
Life Insurance Company has shown notable changes 
over the last 15 years, the death rate from this cause 
decreasing 15% for females and increasing 8% for 
males, the company’s statisticians report, based on a 
comparison of the cancer death rates among white 
industrial policyholders in 1936-1940 and 1951-1955. 
As a consequence of the contrasting trends for men 
and women, the death rate from cancer among 
males exceeded that among females by 20% in 
1951-55, whereas 15 years earlier there was almost 
no difference. The report noted a large reduction 
(27%) in mortality from cancer of the reproductive 
organs among females. The adverse cancer mor- 
tality trend among males reportedly is due mainly 
to the large increase in the recorded death rate 
from respiratory cancer. This increase was about 
140% in the period under study, the death rate ris- 
ing from 9.8 per 100,000 in 1936-40 to 23.6 in 1951- 
55. During this period these malignancies increased 
from one-ninth to one-fourth of the total cancer 
death rate among males in this insurance experi- 
ence. The respiratory cancer death rate for males 
now is more than eight times that for females. 
Other malignancies showing considerable increases 
as a cause of death among both males and females 
were leukemia and Hodgkin's disease. 
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Midwest Physicians Meet in Milwaukee.—The Mid- 

west regional meeting of the American College of 

Physicians will be held Sept. 27 at the William L. 

Coffey Memorial Auditorium of the Milwaukee 

County Hospital, Milwaukee, Wis. The midwest 

region comprises Illinois, Indiana, lowa, Minnesota, 

and Wisconsin. The scientific program will include 
the following papers to be read by invited guest 
authors: 

Studies on Gamma Globulin Deposition in the Human Kid- 
ney in Health and Disease, Drs. Philip Freedman, John H. 
Peters, and Robert M. Kark, Chicago. 

Serum Isocitric Dehydrogenase Activity with Particular Ref- 
erence to Liver Disease, Drs. Richard L. Sterkel, Sidney 
K. Wolfson Jr., and H. G. Williams—Ashman, Ph.D., 
Chicago. 

Plasma Optical Density as a Screening Test for Malabsorp- 
tion, Drs. Arthur W. Horsley, James A. Clifton, III, and 
William E. Connor, Iowa City. 

Experiences with Disseminated Lupus Erythematosis in 
Twenty-Eight Hospitalized Patients Over a Five-Year 
Period, Drs. Robert E. Johnston, Paul J. Fouts, and 
Richard W. Dyke, Indianapolis. 

Bone Marrow Findings in Hurler’s Syndrome, Drs. Louis F. 
Jermain, Robert J. Rohn, and William H. Bond, Indian- 
apolis. 

Systematic Manifestations Associated with Keratoconjuncti- 
vitis Sicca and Sjégren’s Syndrome, Including a Study of 
Hematologic and Protein Abnormalities, Drs. Cynthia A. 
Stoltze, David G. Hanlon, Gertrude L. Pease, and John 
W. Henderson, Rochester, Minn. 

Pathophysiologic Changes in the Adult Fanconi Syndrome, 
Drs. Robert E. Dedmon, Jay H. West, and Theodore B. 
Schwartz, Chicago. 

Effects of Estrogen on Circulating Thyroid Hormone, Drs. 
Norman H. Engbring and William W. Engstrom, Mil- 
waukee. 


Presiding officers are Drs. Wesley M. Spink, Min- 
neapolis; Wright R. Adams, Chicago; Willis M. 
Fowler, Iowa City; and Kenneth G. Kohlstaedt, In- 
dianapolis. The meeting will be opened by Dr. 
Frederick W. Madison of Wisconsin. At the evening 
session Dr. Francis D. Murphy will be toastmaster 
and Dr. Howard P. Lewis, president-elect, Ameri- 
can College of Physicians, will be the speaker. For 
information write Dr. Mark W. Garry, Veterans Ad- 
ministration Hospital, Wood, Wis. 


LATIN AMERICA 

Medical-Surgical Seminar in Dominican Republic.— 
A scientific seminar covering all aspects of medicine 
and surgery will be held at Ciudad Trujillo, Do- 
minican Republic, Nov. 12-14. Under the auspices 
of the Asociacién Médica Dominicana (Dominican 
Medical Association). Those who may desire to 
attend and those who may desire to present papers 
should communicate with the Honorary Consul of 
the Dominican Republic, Dr. Charles L. Ruben- 
stein, c/o Polyclinic Hospital, 1055 Pine St., San 
Francisco 9, Calif. The Dominican Republic public 
health officials and the Dominican Medical Associa- 
tion are arranging the scientific and social programs. 
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EXAMINATIONS 
AND 
LICENSURE 


EDUCATIONAL COUNCIL FOR FOREIGN 
MEDICAL GRADUATES, INC. 


Educational Council for Foreign Medical Graduates, Inc.: 
The American medical qualification examination to be 
given henceforth twice a year for foreign medical grad- 
uates. Medical Schools in the United States and Foreign 
Countries, Sept. 23. Final date for filing application was 
June 23. Dates for the 1959 examinations have been set 
for Feb. 17 and Sept. 22. Executive Director, Dr. Dean F. 
Smiley, 1710 Orrington Ave., Evanston, Illinois. 


BOARDS OF MEDICAL EXAMINERS 


Acaska:*® On application in Anchorage and Juneau. Sec., 
Dr. W. M. Whitehead, 172 South Franklin St., Juneau. 

CauirorNia: Written Examination. Sacramento, Oct. 20-23. 
Oral Examination. San Francisco, November 15, Oral and 
Clinical Examination for Foreign Medical School Gradu- 
ates. San Francisco, June 15; Los Angeles, August 17; 
San Francisco, November 16. Sec., Dr. Louis E. Jones, 
1020 N Street, Sacramento. 

Cotorapo: Endorsement. Denver, Oct. 14. Written. Denver, 
Dec. 9-10. Exec. Sec., Mrs. Beulah H. Hudgens, 715 
Republic Bldg., Denver 2. 

Guam: Subject to Call. Act. Sec., Dr. F. L. Conklin, Agana. 

Marne: Examination and Reciprocity. Portland, Nov. 12-14. 
Sec., Dr. Adam P. Leighton, 142 High St., Portland. 

Montana: Examination and Reciprocity. Helena, Oct. 7. 
Sec., Dr. Thomas L. Hawkins, 555 Fuller Ave., Helena. 

New Mexico:® Examination and Reciprocity. Santa Fe, Nov. 
17-18. Sec., Dr. R. C. Derbyshire, 227 East Palace Ave., 
Santa Fe. 

Onto: Examination. Columbus, Dec. 16-18. Endorsement. 
Columbus, August 18; October 6 and Dec. 16-18. Sec., 
Dr. H. M. Platter, Wyandotte Bldg., Columbus 15. 

Carouina: Endorsement. Columbia, Dec. 9. Sec., 
Dr. H. E. Jervey, Jr., Blanding Bldg., Columbia. 

Texas:* Examination and Reciprocity. Fort Worth, Dec. 
4-6. Sec., Dr. M. H. Crabb, 1714 Medical Arts Building, 
Fort Worth 2. 

Wyominc: Examination and Reciprocity. Cheyenne, Oct. 6. 
Sec., Dr. Franklin D. Yoder, State Office Bldg., Cheyenne. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


Avaska: Examination. Juneau, Nov. 4. Sec., Dr. R. Harrison 
Leer, Room 204, Alaska Office Bldg., Juneau. 

Arkansas: Examination. Little Rock, Oct. 6-7. Sec., Dr. 
S. C. Dellinger, Zoology Department, University of Arkan- 
sas, Fayetteville. 

District oF Cotumsia: Reciprocity. Examination. Washing- 
ton, Nov. 13-14. Deputy Director, Mr. Paul Foley, 1740 
Massachusetts Ave., N. W., Washington 6. 

Kansas: Examination and Reciprocity. Kansas City, Nov. 24- 
25. Sec., Dr. L. C. Heckert, Pittsburg. 

Micwican: Examination. Ann Arbor and Detroit, Oct. 10-11. 
Sec., Mrs. Anne Baker, 116 Stevens T. Mason Bldg., 
W. Michigan Ave., Lansing 15. 

Texas: Examination. Oct. 13-14. Certificates issued by reci- 
procity and waiver on the first and fifteenth of each month. 
Sec., Bro. Raphael Wilson, 407 Perry-Brooks Bldg., Austin. 

Wisconsin: Examination. Milwaukee, Dec. 6. Sec., Dr. 
W. H. Barber, 621 Ransom St., Ripon. 


*Basic Science Certificate required. 
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GOVERNMENT SERVICES 


ATOMIC ENERGY COMMISSION 


AEC to Lease or Sell Heavy Water.—The U. S. 
Atomic Energy Commission has established a pol- 
icy to lease or sell heavy water for use in domestic 
or foreign research, medical or testing reactors. The 
requestor will have a choice of leasing the material 
at 4% per annum of the sales price or of purchasing 
heavy water at the established price of $28 per 
pound. Heavy water will be leased in quantities of 
one short ton or more for the initial inventory re- 
quirement of the reactor. 

For domestic research or medical reactors, the 
term of the lease will be for the period for which 
the reactor is licensed; for foreign research, medical 
or testing reactors, the term of lease will be for the 
period of the estimated useful life of the reactor. 
Heavy water for domestic testing reactors will be 
leased for five years, subject to renewal for the 
duration of the period for which special nuclear 
material is also leased. All transfers of heavy water 
abroad, either by lease or sale, will be subject to ap- 
propriate safeguards. 

Information regarding domestic lease of heavy 
water can be obtained from the U. S. Atomic Ener- 
gy Commission, Savannah River Operations Office, 
P. O. Box A, Aiken, S$. C. Persons interested in for- 
eign lease of heavy water should contact the U. S. 
Atomic Energy Commission, Division of Interna- 
tional Affairs, Washington 25, D. C. 


AIR FORCE 


New Air Force Hospital in Illinois.—The new U. S. 
Air Force Hospital at Scott Air Force Base, Illinois, 
completed in June, 1958, is a five-story, reinforced 


Air Force Hospital, Scott Air Force Base. 


concrete, air-conditioned, 250-hed facility. This hos- 
pital will be a tuberculosis and thoracic surgical 
center for the Air Force medical service. Its other 
services include general medicine and surgery, or- 
thopedics, ophthalmology, otolaryngology, pedi- 
atrics, obstetrics and gynecology, neurology and 
psychiatry, radiology, urology, and aviation medi- 
cine. Col. C. B. Stilson, M.C., is the Commandant. 


ARMY 


Army Medical Service Formulary.—The Army Med- 
ical Service Formulary (Technical Manual 8-245), 
the first publication of its kind in the history of mili- 
tary medicine, was released in August for world- 
wide distribution throughout the U. §. Army Medi- 
cal Service. Compiled by Lieut. Col. William L. 
Austin, chief pharmacy consultant to the Army 
surgeon general, it will provide a convenient refer- 
ence source of essential data on the Army’s current 
therapeutic armamentarium and will foster uni- 
formity in military medical therapeutics. It will be 
available on request through regular Adjutant Gen- 
eral channels and will serve as the basic source of 
reference for clear, concise, and definitive informa- 
tion concerning drugs, both standard and nonstand- 
ard, available to military physicians for use in the 
treatment of disease. Part 1 contains general infor- 
mation relative to pharmacy management and pre- 
scription writing; part 2 contains a series of mono- 
graphs on individual drugs, arranged according to 
therapeutic use or pharmacologic action; part 3 con- 
tains information on poisons and their suggested 
antidotes; and part 4 contains standard stock form- 
ulas for those preparations most frequently re- 
quested in Army pharmacies. 


NAVY 

Symposium on Space Medicine.—The Fourth Naval 
District announces the Ninth Annual Military 
Medico-Dental Symposium on Space Medicine for 
all armed forces of the United States, to be held 
Oct. 22-24 at the U. S. Naval Hospital, Pattison Ave- 
nue, Philadelphia, to which physicians, dentists, 
nurses, students, interns, residents, and hospital ad- 
ministrators are cordially invited. Retirement point 
credits will be awarded for those in attendance, 
including Army, Air Force, and Naval Reserve offi- 
cers. There will be a symposium on human factors 
in extra atmospheric flight; a symposium on the 
management of head and neck injuries; a session on 
psychiatry; a session on medicine; and an evening 
session on Friday for medical students, interns, and 
residents, at which the chairman will be Rear Adm. 
J. R. Fulton, District Medical Officer, and the 
moderator, Dr. Elmer Hess, past-president of the 
American Medical Association and chairman of 
the National Advisory Committee for the selection 
of physicians, dentists, and allied scientists for the 
armed forces. Many other distinguished speakers 
will discuss such subjects as lipids, stress and 
atherosclerosis, biochemical aspects, pathological 
aspects, endocrine aspects, clinical studies with 
lipid mobilizer hormone, and there will be an 
address by the Assistant Secretary of Defense for 
Health and Welfare, The Hon. Frank Berry, M.D. 
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Adams, Granville Quinn ® Houston, Texas; born 
in Pocomoke, Md., Aug. 4, 1907; Johns Hopkins 
University School of Medicine, Baltimore, 1933; 
served on the faculty of Baylor University College 
of Medicine; fellow of the American College of 
Surgeons; specialist certified by the American 
Board of Surgery; an organizer of the Houston 
Surgical Society, of which he was secretary, vice- 
president, and president; associated with the Her- 
mann, Methodist, Jefferson Davis, and St. Luke's 
Episcopal hospitals; consultant at San Jacinto Me- 
morial Hospital in Baytown and the Texas Chil- 
dren’s Hospital; died in the Hermann Hospital 
July 29, aged 50. 


Alexander, Monroe Layfelte ® Canutillo, Texas 
(licensed in Texas under the Act of 1907); died in 
El Paso July 16, aged 82. 


Allen, Greer A. ® Springfield, Ohio; Meharry Medi- 
cal College, Nashville, Tenn., 1921; on the staff of the 
Springfield City Hospital; died in the Clark County 
Tuberculosis Sanatorium July 24, aged 64. 


Appleton, Thomas J. Jr., Los Angeles; College of 
Physicians and Surgeons of San Francisco, 1906; 
died May 11, aged 72, of emphysema and cor pul- 
monale. 


Asbury, Charles Lowery, Timmonsville, S. C.; Me- 
harry Medical College, Nashville, Tenn., 1914; died 
in the Duke Hospital, Durham, N. C., June 21, aged 
68, of carcinoma of the bladder, postoperative hy- 
pertension and arteriosclerosis. 


Backman, Peter Louis ® Jerome, Pa.; McGill Uni- 
versity Faculty of Medicine, Montreal, Que., Can- 
ada, 1926; member of the board of directors of 
Conemaugh Valley Memorial Hospital in Johns- 
town; died in the Mercy Hospital, Pittsburgh, 
July 26, aged 56, of rupture of abdominal aortic 
aneurysm. 


Baker, Roscoe Edward, Brookfield, Mo.; St. Louis 
University School of Medicine, 1927; veteran of 
World War II; died in the Veterans Administration 
Hospital, St. Louis, June 28, aged 56. 


Barnes, Walter Steele ® Chicago; University of 
Buffalo School of Medicine, 1892; veteran of World 
War I; served on the faculty of Northwestern Uni- 
versity Medical School; fellow of the American 
College of Surgeons; on the staff of the Mercy 
Hospital, where he died Aug. 2, aged 89, of cere- 
bral thrombosis and arteriosclerosis. 
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@ Indicates Member of the American Medical Association. 
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Barnett, John Lacy ® San Antonio, Texas; Univer- 
sity of Texas School of Medicine, Galveston, 1923; 
fellow of the American College of Surgeons; veteran 
of World War II; associated with Baptist Memorial 
Hospital, Santa Rosa Hospital, and the Nix Me- 
morial Hospital, where he died July 27, aged 58, 
of embolism. 


Bell, Richard Parker Jr. ® Lakewood, Ohio; born 
in Cleveland Jan. 24, 1920; Western Reserve Uni- 
versity School of Medicine, Cleveland, 1945; vet- 
eran of World War II; specialist certified by the 
American Board of Ophthalmology; member of 
the American Academy of Ophthalmology and Oto- 
laryngology and the Association for Research in 
Ophthalmology; fellow of the American College of 
Surgeons; served on the faculty of his alma mater; 
associated with the Community Hospital in Berea, 
Lakewood (Ohio) Hospital, and the University 
Hospitals, where he died in the Hanna House, 
July 26, aged 38, of glioblastoma multiforme of 
the left temporal lobe. 


Birenboim, Irvin Myron ® Kansas City, Mo.; born 
in Kansas City April 25, 1920; Washington Univer- 
sity School of Medicine, St. Louis, 1944; assistant 
clinical professor of otorhinolaryngology at the Uni- 
versity of Kansas School of Medicine in Kansas 
City, Kan.; formerly on the faculty of his alma 
mater; specialist certified by the American Board 
of Otolaryngology; at one time seeretary of the 
Jackson County Medical Society; member of the 
American Academy of Ophthalmology and Oto- 
laryngology; veteran of World War II; formerly 
secretary of the Washington University School of 
Medicine Alumni Association; associated with Uni- 
versity of Kansas Medical Center in Kansas City, 
Kan.; Kansas City General Hospital, Research Hos- 
pital, and the Menorah Hospital Medical Center; 
died July 24, aged 38, of a malignant granuloma. 


Bolander, Lewis Paul ® Van Nuys, Calif.; College 
of Medical Evangelists, Loma Linda and Los An- 
geles, 1927; past-president of the San Fernando 
Valley Branch of the Los Angeles County Medical 
Association; found dead July 26, aged 58. 


Boyd, Lee Jackson, Houston, Texas; (licensed in 
Texas under the Act of 1907); died April 22, aged 
84, of acute cerebrovascular accident. 


Cahoon, Daniel H. @ Roswell, N. M.; University 
of Chicago, The School of Medicine, 1941; served 
on the faculty of the Southwestern Medical School 
of the University of Texas in Dallas, where he was 
associated with the Parkland Memorial and Wood- 
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lawn hospitals; on the staffs of the Eastern New 
Mexico Medical Center and St. Mary’s hospitals; 
veteran of World War II; served in the regular 
Army; transferred to the U. S. Air Force in 1949, 
resigning in 1951; died July 25, aged 45, of acute 
myocardial infarction. 


Ferrier, Paul Alexander ® Pasadena, Calif.; born 
in Liberty, Neb., Dec. 14, 1884; University of 
Pennsylvania School of Medicine, Philadelphia, 
1911; specialist certified by the American Board of 
Urology; formerly on the faculty of the University 
of Southern California School of Medicine in Los 
Angeles; member of the American Urological As- 
sociation; fellow of the American College of Sur- 
geons; formerly on the staff of the Mayo Founda- 
tion in Rochester, Minn.; on the staffs of the 
Collis P. and Howard Huntington Memorial Hos- 
pital and St. Luke Hospital in Pasadena and the 
Los Angeles County General Hospital; died in 
Braewood Sanitarium in South Pasadena, July 10, 
aged 73, of bronchopneumonia and generalized 
arteriosclerosis. 

Gellert, Edmund ™ Kerhonkson, N. Y.; Regia Uni- 
versita degli Studi di Bologna, Facolta di Medicina 
e Chirurgia, Italy, 1936; member of the American 
Trudeau Society; associated with Kingston (N. Y.) 
Hospital and the Veterans Memorial Hospital in 
Ellenville, where he died June 27, aged 47, of acute 
pulmonary edema secondary to chronic congestive 
heart failure. 


Harris, Stephen Howat ® Oakland, Calif.; Cornell 
University Medical College, New York City, 1935; 
specialist certified by the American Board of 
Urology; interned at Rhode Island Hospital in 
Providence; formerly a resident at the New Eng- 
land Deaconess Hospital in Boston, San Francisco 
Hospital, and Franklin Hospital in San Francisco; 
veteran of World War II; chief of urology the 
Veterans Administration Hospital, where he was 
found dead in the washroom July 15, aged 49, of 
poison, self-administered. 


Jackson, Chevalier, Schwenksville, Pa., recipient of 
the 1940 Distinguished Service Medal of the Ameri- 
can Medical Association, died in the Temple Uni- 
versity Hospital, Philadelphia, Aug. 16, aged 92, of 
lobar pneumonia. Dr. Jackson was born in Pitts- 
burgh Nov. 4, 1865. After studying at Western Uni- 
versity of Pennsylvania, now the University of Pitts- 
burgh, he went to Philadelphia, where he received 
his degree of doctor of medicine from Jefferson 
Medical College in 1886. He became professor of 
laryngology at the University of Pittsburgh School 
of Medicine from 1912 to 1916, when he accepted 
a similar appointment at Jefferson Medical College. 
In 1915 the New York Post-Graduate Medical 
School and Hospital elected him professor of bron- 
choscopy. He resigned in 1917 in order to curtail his 
work necessitated by the recrudescence of tuber- 
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culosis, his third attack. In 1924 he became pro- 
fessor of bronchoscopy and esophagoscopy at Jef- 
ferson. He held a similar position at the University 
of Pennsylvania Graduate School of Medicine from 
the time the department was created in 1919 to 
1930, when he resigned. At this time he also re- 
linquished a similar professorship in the University 
of Pennsylvania undergraduate school and his asso- 
ciation with Jefferson, retaining at the latter, the 
title of permanent William Potter Memorial lec- 
turer. He was president emeritus and emeritus pro- 
fessor of bronchoesophagology at the Woman's 
Medical College of Pennsylvania, where in 1934 
he was named professor of bronchoscopy and 
esophagoscopy, in charge of a new bronchoscopic 
clinic. He was honorary professor of laryngology 
and bronchoesophagology at Temple University 
School of Medicine, where in 1930 he was elected 
professor of bronchoscopy and esophagoscopy, re- 
signing in 1938 when he retired from practice. 
For a number of years prior to his death he was 
visiting professor of bronchoscopy and esophagos- 
copy at the Louisiana State University Medical 
Center in New Orleans. He taught abroad, and a 
ward in Children’s Hospital, Paris, bears his name 
as a testimonial for his work there. The Chevalier 
Jackson Bronchoscopic Clinic at the Pennsylvania 
Graduate School is one of a number throughout 
the world that carries his name. In 1909-1910 he 
was chairman of the Section on Laryngology and 
Otology of the American Medical Association. He 
organized a committee on lye legislation to which 
is largely credited subsequent legal protection in 
the sale and labeling of lve and caustics. In 1925 
he was awarded the American Medical Associa- 
tion’s certificate of merit for an exhibit of bron- 
choscopic work, in 1927 received the Silver Medal 
for an exhibit showing household accidents to chil- 
dren and their prevention, in 1931 received special 
mention, and in 1932 received a certificate of merit 
for an exhibit on tumors of the lungs. Dr. Jackson 
was president of the American Laryngological 
Rhinological and Otological Society in 1911, the 
American Bronchoscopic Society in 1917, the 
American Laryngological Association in 1926, Pan- 
American Medical Association in 1934, and the 
American Therapeutic Society in 1937. He was a 
specialist certified by the American Board of Oto- 
laryngology. During his professional life time, he 
was awarded the Bigelow, de Roaldes and Cresson 
medals, the Strittmatter award, and the gold medal 
of the Radiological Society of North America. In 
1924 he received the Kiwanis medal for perfecting 
the bronchoscope. He was decorated by Franc: 
Belgium, Italy, and Brazil. In 1927 he received the 
Bok award from the city of Philadelphia, given to 
the resident who in the preceding year “performed 
or brought to its culmination an act or contributed 
a service calculated to advance the best interests 
of the community.” Among his greatest contribu- 
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tions were the perfecting of the esophagoscope and 
the bronchoscope whose development stemmed 
from a wooden instrument that he devised while a 
child for a worker in the Pennsylvania oil fields to 
recover a bit lost at the bottom of a well. He is 
credited with saving the lives of many persons 
suffering from foreign objects in their lungs. His 
writings include twelve books devoted to his spe- 
cialty and many contributions to systems of medi- 
cine and surgery. He published his autobiog- 
raphy in 1938. He was particularly interested in art. 
Dr. Jackson was known throughout the world as 
one of the greatest of leaders in the field of otolar- 
yngology. 


Joseph, Major Henry, Philadelphia; Medico-Chi- 
rurgical College of Philadelphia, 1912; an associate 
member of the American Medical Association; died 
in the Philadelphia General Hospital June 28, aged 
68, of cerebral thrombosis. 


Juster, Vincent de Paul ® Jamaica, N. Y.; St. Louis 
University School of Medicine, 1926; served on the 
faculty of New York Medical College, Flower and 
Fifth Avenue Hospitals in New York City; fellow 
of the American College of Surgeons; past-presi- 
dent of the Medical Society of Queens County; 
veteran of World War I; chairman of the medical 
board of the City Employees Retirement System 
in the Bureau of Retirement and Pensions; on the 
staffs of the Queens General Hospital and Mary 


Immaculate Hospital, where he was president of 
the medical board, and where he died July 31, 
aged 65. 


Keating, William Patrick Stuart, Willimantic, 
Conn.; Jefferson Medical College of Philadelphia, 
1899; served in the Mexican border campaign and 
in World War I; formerly city health officer; at one 
time resident surgeon at the Fitch’s Home for Sol- 
diers in Noroton Heights; died in the State of 
Connecticut Veterans’ Home and Hospital in Rocky 
Hill July 20, aged 84, of bilateral lobar pneumonia. 


Kendrick, Charles Mattox ® Lenoir, N. C.; Duke 
University School of Medicine, Durham, 1933; 
veteran of World War II; interned at Wheeling 
(W. Va.) Hospital; served a residency at the Medi- 
cal College of Virginia, Hospital Division, in Rich- 
mond, and the Valdese (N. C.) General Hospital; 
served on the staff of the Caldwell Memorial Hos- 
pital, where he died July 31, aged 50, of cancer. 


Kleinman, Samuel Bernard ® Miami Beach, Fla.; 
Rush Medical College, Chicago, 1938; interned at 
the Cook County Hospital in Chicago; veteran of 
World War II; died July 18, aged 44, of leukemia. 


Konzelmann, John Bruce Hill, South Brigantine, 
N. J.; Temple University School of Medicine, Phila- 
delphia, 1941; an associate member of the American 
Medical Association; member of the American So- 
ciety of Clinical Pathologists; interned at the At- 
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lantic City (N. J.) Hospital, where he served a 
residency; formerly a resident at the Jefferson Med- 
ical College Hospital in Philadelphia; died July 29, 
aged 44, of pneumonia and multiple sclerosis. 


Lazarus, Joseph, Kew Gardens, N. Y.; Universitat 
Kéln (Cologne) Medizinische Fakultat, Koln, Prus- 
sia, Germany, 1920; member of the Medical Society 
of the State of New York; died in the Kew Gardens 
General Hospital July 20, aged 64, of coronary 
thrombosis with myocardial infarction. 


Leblicq, Fernand Joseph, Sandusky, Ohio; Cleve- 
land—Pulte Medical College, 1913; veteran of World 
War I; chief surgeon at the Soldiers’ Home; died in 
the Providence Hospital July 17, aged 66. 


Ludwig, David Boyd ® Pittsburgh; Jefferson Medi- 
cal College of Philadelphia, 1911; specialist certi- 
fied by the American Board of Obstetrics and 
Gynecology; member of the American Association 
of Obstetricians and Gynecologists; fellow of the 
American College of Surgeons; on the staffs of the 
Columbia (Pa.) Hospital and the Allegheny Gen- 
eral Hospital; died while vacationing in Van Buren 
Point, N. Y., July 19, aged 75, of a heart attack. 


MacNamee, William Hiram, North Tarrytown, 
N. Y.; University of the City of New York Medical 
Department, New York City, 1893; died in the 
Phelps Memorial Hospital July 22, aged 93, of lobar 
pneumonia and arteriosclerotic heart disease. 


Maier, Henry Whitfield, Greenville, Texas; South- 
ern Methodist University Medical Department, 
Dallas, 1915; member of the Texas Medical Associa- 
tion; veteran of World War I; died July 17, aged 
70, of injuries received in an automobile accident. 


Mantell, Sol R., Brooklyn; University and Bellevue 
Hospital Medical College, New York City, 1924; 
member of the Medical Society of the State of New 
York; died June 28, aged 57, of acute myocardial 
infarction. 


Martin, Thomas Morris ® St. Louis; St. Louis Uni- 
versity School of Medicine, 1926; fellow of the 
American College of Surgeons; served as secretary 
of St. Louis Medical Society; on the faculty and 
for several years member of the athletic board at 
his alma mater; a member of the board of trustees 
of Blue Shield and a member of the corporate 
board of Blue Cross; member of the staffs at St. 
John’s, St. Anthony’s, St. Mary’s, and Barnard Free 
Skin and Cancer hospitals; surgeon for the St. Louis 
Police Department; died July 27, aged 55, of acute 
coronary occlusion. 


Mathes, Sydney Bernard ® St. Louis; Washington 
University School of Medicine, St. Louis, 1947; 
from 1951 to 1953 an officer in the U. S. Army; 
specialist certified by the American Board of In- 
ternal Medicine; interned at the Barnes Hospital; 
served a residency at the Salt Lake City General 
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Hospital in Salt Lake City, Utah and Jewish Hos- 
pital; formerly on the staff of New Biloxi Hospital 
in Biloxi, Miss.; died June 1, aged 34, of cerebral 
aneurysm. 


May, James Robert ® Belmont, Ohio; Western Re- 
serve University School of Medicine, Cleveland, 
1936; for many years health commissioner of Bel- 
mont County; veteran of World War II; member 
of the American Trudeau Society; died July 22, 
aged 48. 


Moore, Dan Miller, Oklahoma City. Okla.; Univer- 
sity of West Tennessee College of Medicine and 
Surgery, Memphis, 1912: veteran of World War I; 
died in the Veterans Administration Hospital July 
12, aged 69, of atherosclerotic heart disease. 


Morris: Charles David. Louisville, Ky.; University 
of Louisville Medical Department, 1901; died in the 
Kentucky Baptist Hospital July 19, aged 80. 


Mulford, Henry Jones, Buffalo; University of Buffalo 
School of Medicine, 1889; formerly on the faculty 
of his alma mater, and past-president of its alumni 
association; served on the staffs of the Children’s 
Hospital, Crippled Children’s Guild Hospital, Ed- 
ward J. Meyer Memorial Hospital, and the Buffalo 
Eye and Ear Infirmary; died July 19, aged 91, of 
arteriosclerotic heart disease. 


Neumann, Theodore William ® Central Valley, 
N. Y.; born in New York City Aug. 29, 1892; 
Medico-Chirurgical College of Philadelphia, 1914; 
specialist certified by the American Board of Psy- 
chiatry and Neurology; member of the American 
Psychiatric Association; physician in charge and 
owner of the Falkirk in the Rampos; consultant, 
Cornwall (N. Y.) Hospital and St. Luke’s Hospital 
in Newburgh, at one time practiced in Pough- 
keepsie, where he was associated with the Hudson 
River State Hospital; past-president of the school 
board and the Central Valley National Bank; died 
July 27, aged 66. 


Nichols, Dan O. ® Charlottesville, Va.; University 
of Virginia Department of Medicine, Charlottes- 
ville, 1926; member of the American Academy of 
General Practice; died July 24, aged 56. 


Nienstedt, Elam J. ® Sikeston, Mo.; National Uni- 
versity of Arts and Sciences Medical Department, 
St. Louis, 1913; served as president and secretary of 
the Southeast Missouri Medical Association; for 
many years president of the board of education of 
Blodgett; on the staff of the Missouri Delta Com- 
munity Hospital; died June 29, aged 80, of heart 
disease. 


O'Dell, Harry Clay ® Farmersburg, Ind.; Indiana 
University School of Medicine, Indianapolis, 1913; 
served overseas during World War I; associated 
with Union Hospital in Terre Haute; died July 19, 
aged 73. 


DEATHS 


305 


Oppenheimer, Sali ® Oakland, Calif.; Universitat 
Heidelberg Medizinische Fakultaét, Baden, Ger- 
many, 1914; died June 5, aged 67, of arteriosclerotic 
heart disease. 

Packard, Frederic Henry ® Marblehead, Mass.; 
Harvard Medical School, Boston, 1902; member of 
the American Psychiatric Association; for many 
years superintendent of the McLean Hospital in 
Waverley; died July 15, aged 83. 

Palmer, Clayton Hall, Hartford, Mich.; College of 
Medical Evangelists, Loma Linda and Los Angeles, 
1931; associated with Memorial Hospital in St. 
Joseph, where he died July 16, aged 63, of pyogenic 
meningitis. 

Pitkin, Horace Collins ® San Francisco; Columbia 
University College of Physicians and Surgeons, 
New York City, 1924; died in St. Francis Memorial 
Hospital June 29, aged 60, of adenocarcinoma of 
the right lung. 


Pomper, Irving, Brooklyn; Long Island College 
Hospital, Brooklyn, 1927; member of the Medical 
Society of the State of New York; veteran of World 
War II; served on the staff of the Kings County 
Hospital, where he died July 23, aged 55. 


Rambo, William Harold ™ Rolling Hills, Calif.; 
College of Medical Evangelists, Loma Linda and 
Los Angeles, 1926; member of the American Uro- 
logical Association; fellow of the International Col- 
lege of Surgeons; served on the staff of the Haw- 
thorne (Calif.) Community Hospital; died July 20, 
aged 58. 

Reed, Elizabeth Bass Keene, N. H.; Woman's 
Medical College of Pennsylvania, Philadelphia, 
1891; died June 19, aged 93, of bronchopneumonia. 


Russell, Chester ® Artesia, N. M.; Barnes Medical 
College, St. Louis, 1898; past-president of the New 
Mexico Medical Society, Pecos Valley Medical So- 
ciety, and the Eddy County Medical Society; asso- 
ciated with Artesia General Hospital, where he was 
a member of the board; served on the school board 
and city council; for many years local surgeon for 
the Atchison, Topeka and Santa Fe Railway; in 
1954 was named “Practitioner of the Year” in New 
Mexico; died July 15, aged 85, of cerebral hemor- 
rhage. 


Schlesinger, Louis Hertz, Narberth, Pa.; Long Is- 
land College Hospital, Brooklyn, 1899; died June 4, 
aged 80, of heart failure. 


Silvert, Michael, New York City; University and 
Bellevue Hospital Medical College, New York City, 
1931; member of the Medical Society of the State 
of New York; veteran of World War II; killed him- 
self May 2, aged 49. 


Smith, Stephen Decatur ® Columbia, Mo.; Wash- 
ington University School of Medicine, St. Louis, 
1896; for many years head of the Missouri State 
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Coinmmittee for Education on Alcoholism; associated 
with the Boone County General Hospital; died July 
19, aged 91, of cerebral accident. 


Sonnenfeldt, Gertrud ® Sykesville, Md.; Friedrich- 
Wilhelms—Universitaét Medizinische Fakultat, Ber- 
lin, Prussia, Germany, 1923; member of the 
American Psychiatric Association; associated with 
Springfield State Hospital; died in Johns Hopkins 
Hospital, Baltimore, June 2, aged 62, of carcinoma 
of the breast. 


Sproc, Charles ® Oak Park, IIl.; Chicago College 
of Medicine and Surgery, 1913; formerly practiced 
in Chicago, where he was on the staff of the Luth- 
eran Deaconess Hospital; died July 24, aged 66, of 
acute coronary thrombosis. 


Sturkie, Daniel R., North, S. C.; University of Geor- 
gia Medical Department, Augusta, 1900; served as 
a member of the state legislature, and as a trustee 
of the Medical College of South Carolina in Charles- 
ton; associated with the Orangeburg (S. C.) Re- 
gional Hospital; died July 19, aged 83, of coronary 
thrombosis. 


Swank, L. Forrest ® Elkhart, Ind.; Indiana Uni- 
versity School of Medicine, Indianapolis, 1921; vet- 
eran of World War I; died July 16, aged 60, of 


coronary occlusion. 


Swern, Nathan ® Trenton, N. J.; Jefferson Medical 
College of Philadelphia, 1922; specialist certified by 
the American Board of Internal Medicine; fellow 
of the American College of Physicians; member of 
the American Academy of Allergy and the Ameri- 
can College of Allergists; served on the faculty of 
his alma mater; consultant in medicine, Orthopaedic 
Hospital and Dispensary; associated with St. Fran- 
cis Hospital, where since 1956 he was medical di- 
rector; died July 27, aged 61. ’ 


Tronnes, Nils Laurantz, Fargo, N. D.; Kongelige 
Frederiks Universitet Medisinke Fakultet, Oslo, 
Norway, 1903; member of the North Dakota State 
Medical Association; fellow of the American Col- 
lege of Surgeons; received the Knight of St. Olaf 
medal from the King of Norway for his contribu- 
tions to the honor of Norway, while serving as a 
physician in Fargo; one of the founders and on the 
staff of St. Luke’s Hospital where he died July 21, 
aged 81. 


Tucker, Winston Harris ® Evanston, IIl.; born in 
Calumet, Mich., June 5, 1901; The School of Medi- 
cine of the Division of the Biological Sciences, Uni- 
versity of Chicago, 1934; specialist certified by the 
American Board of Preventive Medicine and Public 
Health and a member of its founders group; past- 
president of the Illinois Public Health Association 
and the Illinois Association of Public Health Offi- 
cers; member of the American Trudeau Society; 
served as professorial lecturer on public health at 
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his alma mater; formerly coordinating epidemiolo- 
gist, state department of public health; since 1937 
health officer of Evanston; held a degree of doctor 
of philosophy from the University of Chicago; well- 
known for his work on immunization against per- 
tussis; died in the Evanston Hospital Aug. 3, 
aged 57. 


Ware, Dudley B., Fitzgerald, Ga.; University of 
Georgia Medical Department, Augusta, 1898; on 
the staff of the Ben Hill County Hospital, where 
he died July 6, aged 83, of bronchopneumonia and 
cerebral hemorrhage. 


Williston, Thomas Augustus, Washington, D. C.; 
Howard University College of Medicine, Washing- 
ton, 1932; attending physician of the District of 
Columbia Health Department Tuberculosis Bureau 
for 18 years; on the staff of Freedmen’s Hospital; 
died in the Trafalgar Hospital, New York City, 
July 26, aged 51, of cancer of the pancreas. 


Witherspoon, Waldorf Henderson, Louisville, Ky.; 
Louisville National Medical College, Medical De- 
partment State University, 1905; died July 17, 
aged 79. 


Worthing, Harry Jennings, West Brentwood, N. Y.:; 
born in Norwood, April 14, 1888; Syracuse Univer- 
sity College of Medicine, 1913; member of the Med- 
ical Society of the State of New York; life fellow of 
the American Psychiatric Association and_past- 
president of the Suffolk County Branch; served as 
a member of the New York State Department of 
Mental Hygiene; veteran of World War I; formerly 
on the staffs of the St. Lawrence State Hospital in 
Ogdensburg, Harlem Valley Hospital in Wingdale, 
Potsdam (N. Y.) Hospital, and Southside Hospital in 
Bay Shore; at one time superintendent of the Wil- 
lard (N. Y.) State Hospital; director of the Pilgrim 
State Hospital; a director and vice-president of the 
First National Bank of Bay Shore; died July 22, 
aged 70, of coronary thrombosis. 


Wright, Frank Taylor ® Lincoln, Neb.; Lincoln 
Medical College, 1907; served on the staffs of the 
Arizona State Hospital in Phoenix, and the Lincoln 
State Hospital; died in Kansas City, Mo., July 21, 
aged 83, of coronary disease. 


Young, Clifford William, Onawa, Iowa; State Uni- 
versity of Iowa College of Homeopathic Medicine, 
Iowa City, 1911; died in the Methodist Hospital, 
Sioux City, June 27, aged 72, of coronary occlusion. 


Yu, Poe—Eng ® Middletown, Conn.; University of 
Michigan Medical School, Ann Arbor, 1939; spe- 
cialist certified by the American Board of Psychiatry 
and Neurology; member of the American Psychi- 
atric Association; veteran of World War II; asso- 
ciated with Connecticut State Hospital; died in the 
Massachusetts General Hospital, Boston, July 28, 
aged 59, of cancer. 
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FOREIGN LETTERS 


BELGIUM 


Asian Influenza.—At the meeting of the Society of 
Virology in March, E. De Mayer and co-workers 
reported their experience in the isolation of influ- 
enza virus of the Asian type. They concluded that 
the isolation of the virus is best accomplished when 
blood is taken within the first four days of the dis- 
ease and that antibodies have already begun to 
decrease four weeks after the onset. Vaccination 
with an appropriate antigen gives protection. In an 
epidemic, those persons who have a predisposition 
to complications, such as those with cardiac or 
pulmonary disease, should be vaccinated. 


Latent Urinary Tuberculosis.—Patients with latent 
urinary tuberculosis should be thoroughly exam- 
ined, since failure to recognize this condition may 
lead to death. Auvery (Acta urologica belgica) 
observed 116 patients with isolated tuberculous 
bacilluria, in whom at the time of diagnosis no other 
lesion could be detected by roentgenography or by 
cystoscopy. A diligent search for Mycobacterium 
tuberculosis in the 24-hour urine was made in most 
of the patients, many of whom were not suspected 
of having tuberculous bacilluria; 19 patients were 
lost to follow-up. Regular investigations, consisting 
of urography, cystoscopy, urinalysis, and general 
examinations were carried out in the remaining 97. 
Of these, 34 continued to present simple bacil- 
luria, although a diagnosis of urinary tuberculosis 
could not be proved. These patients were not given 
specific treatment. The bacilluria in most patients, 
did not last longer than six months. 

The diagnosis of tuberculous bacilluria was prob- 
able in 15 patients who had tuberculosis in other 
locations, general signs of tuberculosis, and urinary 
symptoms. These patients were given specific treat- 
ment, which was without effect on the bacilluria. 
This latter did not generally last longer than six 
months. The diagnosis of tuberculous bacilluria was 
confirmed in 46 patients with the aid of guinea pigs 
inoculated with vesical or pyelic urine, obtained 
aseptically, roentgenographic or cystoscopic exam- 
ination, persistent amicrobic pyuria, hematuria, and 
genital lesions in men. Urinary symptoms were al- 
ways manifested within 18 months. Permanent cure 
of the symptoms was obtained by specific treatment 
in these patients, but it had no effect on the bacil- 
luria, which in 75% of the patients lasted for more 
than six months. Its gradual regression with time 


The items in these letters are contributed by regular correspondents 
in the various foreign countries. 


was much slower than in the other two groups of 
patients. It was not observed in any patient after 
a lapse of five years. Some patients were given 
specific preventive treatment, which neither pre- 
vented nor retarded the appearance of the con- 
firmatory signs. In two patients severe urinary 
tuberculosis developed and led to rapid destruction 
of the kidneys. 


Meeting on Military Medicine.—The International 
Office of Documentation on Military Medicine held 
its 20th meeting in June in Liége and Brussels. It 
was one of the manifestations organized within the 
framework of the International Exposition in Brus- 
sels. An international training course in military 
medicine to give all future armed forces physicians 
of the whole world basically identical training was 
approved. The need for a standard program for the 
dissemination of the Geneva Conventions was 
stressed. 


FINLAND 


Serum Cholesterol.Ancel Keys and co-workers 
(Lancet 2:175, 1958) investigated the serum cho- 
lesterol of people living in urban and rural districts 
of Finland, where the mortality and morbidity 
ascribed to cardiovascular and coronary disease is 
higher than in any other European country. In 
Finland coronary disease is common among manual 
workers, and its occupational distribution rather 
negates the general belief that coronary disease 
affects the professional and sedentary more than 
the manual worker. The total cholesterol and that 
in the a- and 8-lipoprotein fractions were measured 
in 869 healthy men, aged 29 to 59, in Helsinki 
and in two rural regions. The total cholesterol levels 
tended to be higher than in other populations 
studied by the same methods by Keyes in Naples 
and Minneapolis, and this excess was accounted for 
by £-lipoprotein cholesterol, which was separated 
by paper electrophoresis. Farmers’ wives resembled 
the men in the rural areas with respect to total 
cholesterol, but they had higher levels of a-lipopro- 
tein cholesterol. In the age group 40 to 49, the men 
in occupations demanding heavy physical work had 
lower cholesterol levels than had the men in lighter 
work, but at other ages the cholesterol level ap- 
peared to be unrelated to habitual physical activity. 
Smokers tended to have higher cholesterol levels 
and lower blood pressures than nonsmokers. At all 
ages and at all levels of activity the men in east 
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Finland tended to have higher levels of total cho- 
lesterol in their serum than those in west Finland, 
and this difference was entirely accounted for by 
8-lipoprotein cholesterol. 


Use of Skin in Arthroplasty.—In the Helsinki Uni- 
versity two studies have been made concerning the 
usefulness of full-thickness skin as an interposition 
material in arthroplasties. Dr. Kettunen (Supple- 
ment 29 of Acta ortopaedica scandinavica, 1958) 
studied the fate of the skin so used in experimental 
animals and Dr. Erkki Kallio (Supplement 30 of 
same journal) conducted a clinical follow-up in 
human cases. In the animal-experiment operation 
the joint cartilage of the acetabulum was removed 
and a full-thickness skin graft was inserted into the 
acetabulum so that the epidermis faced the fresh- 
ened articular surface. Controls were subjected to 
the same operation, but without interposition. The 
periods of observation were 7 to 240 days after the 
operation. The joints operated on were observed 
macroscopically and by roentgenography. The fate 
of the interposed skin material was studied histolog- 
ically, histochemically, and historadiographically. 
The author concluded that the autogenous full- 
thickness skin graft with subcutaneous fat was em- 
inently suitable as an interposition material. The 
epidermis of the skin was destroyed by the weight 
and function of the joint, and the connective tissue 
acting as interposition material underwent function- 
al metaplastic development into cartilage. When no 
interposition material was used, articular weight 
and function tended to destroy the granulation tis- 
sue growing from the freshened articular surface so 
that in these joints the articular surface consisted of 
naked bone. 

Dr. Kallio’s material consisted of 171 patients 
with hip arthroplasty; 35 with vitallium cup, 83 with 
endoprosthesis, and 53 with skin arthroplasty. In 
160 the indication for the operation was osteoarth- 
ritis, which in 84 patients was primary and in 76 
secondary. The follow-up examinations of these pa- 
tients were made from two to seven years after the 
operation. Independent of the method of operation 
used, 67% of the patients stated that they were ei- 
ther satisfied or pleased with the result. An affirma- 
tive reply to the question whether the new joint 
felt natural was given by 81% of those with skin 
arthroplasty, 60% of those with an endoprosthesis, 
and 44% of those with a vitallium cup. Work had 
been resumed on the average six months after oper- 
ation. Absence or definite relief of the preoperative 
pain was reported by 62% of the skin arthroplasty 
group, 65% of the vitallium cup group, and 87% of 
the endoprosthesis group. About the same mobility 
value was found in the three groups at the follow- 
up examination regardless of the preoperative mo- 
bility of the joint. In patients in whom the hips be- 
fore operation has been practically stiff, after oper- 
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ation they were as mobile as the hips which initially 
had better movement. In the latter patients the mo- 
bility had not notably increased. The: movements 
of the hip when the patient began weight-bearing 
improved slightly in the course of one year but 
thereafter remained practically unchanged. 

The least number of complications occurred in 
the patients with skin arthroplasty, in whom the in- 
cidence was 11.3%. There were no infections in this 
group. No new osteophyte formation was seen in 
the femoral head in these patients. It is possible 
that also in man the skin under favorable conditions 
may, due to function, develop into metaplastic carti- 
lage. Clinical experience definitely indicates that 
full-thickness skin may safely be used as an inter- 
position material and that there is every reason to 
develop arthroplasty further on this biological basis. 
The interposition material, however, is only one of 
many factors which influence the result of an ar- 
throplasty. Because of its weight-bearing, the hip is 
disadvantageous for experimentation with new bio- 
logical interposition materials. 


Meprobamate in Psychiatry.—The effectiveness of 
meprobamate in the treatment of psychic disturb- 
ances was investigated by Dr. Arno Hormia (An- 
nales medicinae internae Fenniae, vol. 47, 1958) in 
a series of 158 patients. Of them 30 were schizo- 
phrenic and the rest psychoneurotic. The dose of 
the drug was 400 to 800 mg. four times a day. The 
only side-effects observed were urticaria in two pa- 
tients and restlessness and dizziness in one. In the 
schizophrenic group the effect of meprobamate was 
poor. In the psychoneurotic group on the other 
hand the results were good. Marked improvement 
or complete cure resulted in 66%. Acute and sub- 
acute cases benefited most. Of the psychoneurotics, 
those with anxiety and tension states responded 
best. In these meprobamate is the drug of choice. 


Peroral Therapy for Diabetes.—Ikkala and Kaipai- 
nen (Annales medicinae internae Fenniae, vol. 47, 
1958) gave carbutamide or tolbutamide to 147 dia- 
betics. Another 33 patients started this therapy but 
had to discontinue it. Most of the patients selected 
were young, thin, and had taken insulin for several 
years, or used large quantities of insulin. Those 
who were predisposed to ketonuria were not in- 
cluded. Of the total, 27% were fresh cases, 43% had 
earlier been on dietary therapy alone, and 30% had 
earlier been on insulin therapy. Over half were fol- 
lowed up for over one year. A distinctly better sugar 
equilibrium was generally established in the fresh 
cases and in those who had earlier been on dietary 
therapy alone. Of another 459 patients on insulin, 
61 switched to oral therapy. In 44 of these, insulin 
could be replaced by peroral treatment; in 9 (some 
of them did not meet the requirements for selection) 
peroral therapy was ineffective; and in 8 it was dis- 
continued for other reasons. Insulin therapy was 
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thus replaced by peroral therapy in 9.6% of this 
series. A weight gain, especially among diabetics 
who had earlier been on dietary therapy alone, was 
observed in spite of a warning to the patients that 
they should keep to their previously issued dietary 
instructions. Of the 33 patients for whom therapy 
had to be terminated, 6 were clearly outside the 
category for selection, therapy was considered un- 
necessary for 6, and was discontinued for 10 at the 
patients’ request although no detrimental side- 
effects were noted. Therapy had to be terminated 
because of ineffectiveness in eight patients. Therapy 
was discontinued in three on account of allergic re- 
actions. 


FRANCE 


Carcinogenesis.—At a meeting of the Academy of 
Science, Professor Champy stated that two years 
ago S. Hatem ascertained that organic carcinogens 
were fixed by histamine and that noncarcinogenic 
substances were not so fixed. It has now been shown 
that histamine also fixes carcinogens of mineral 
origin such as nickel. On the contrary, lead, which 
is not carcinogenic, is not fixed by histamine. These 
observations support the thesis of Coujard and 
Champy according to which an alteration of nerve 
fibers is an essential factor in carcinogenesis. The 
sympathetic nervous system is known to play a 
part in the growth of tissues and the regulation of 
this growth. Every injury to the nervous fibers due 
to histamine can interfere with the normal multipli- 
cation of cells and initiate a cancer. 


Pulmonary Metastasis—A. P. Naef (Journal 
francais de médecine et chirurgie thoraciques, vol. 
4, 1957) reported that pulmonary metastasis is 
seen more frequently than primary bronchial can- 
cer and that 25% of all elderly persons with cancer 
have single isolated metastasis. The histological 
diagnosis is not always easy. A thoracotomy should 
be performed and the metastasis removed. The 
chances of prolonged survival are better if the 
metastasis is small, the interval between the primary 
operation and resection of the metastasis is long, 
and the primary tumor is growing slowly. In such 
patients with renal, uterine, or intestinal cancers, 
and a small metastasis discovered before lymphatic 
invasion allowing performance of a segmentectomy 
or lobectomy, five years of survival was observed 
in 27%, 


The Premenstrual Syndrome.—J. Durlach (Revue 
francaise de gynécologie et dobstétrique, January, 
1958) gave 17 patients with premenstrual syndrome 
3 to 16 250-mg. tablets of potassium nitrate daily 
from the date of expected premenstrual signs till 
the onset of menstruation. The drug acts as a diu- 
retic. The results were good in 13 (9 recovered com- 
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pletely), fair in 2, and poor in 2. The same treat- 
ment was used in 13 pregnant women with the 
painful osteomuscular articular abdominopelvic 
syndrome described by Lacomme and Jamain and 
characterized by a decrease in blood potassium. 
For not more than 10 successive days the patients 
were given six 250-mg. tablets of potassium nitrate 
daily. The results were excellent in 10, fair in 1, 
and poor in 2. The patients tolerated this treatment 
well. 


Postmaturation.—Toulouse and Dubois (Revue 
francaise de gynécologie et dobstétrique, Decem- 
ber, 1957) found in 4,120 deliveries 63 cases of 
postmaturation or 1.5%. These were all primiparas 
or pauciparas. Postmaturation recurred in three. 
The age of the patient did not appear to be related 
to the prolongation of pregnancy. Of 38 dystocic 
deliveries, forceps were used in 21 and a cesarean 
section was performed in 17. Signs of fetal suffering 
were observed in 17. The state of 45 of the infants 
on birth was satisfactory, 12 required resuscitation, 
and 6 were stillborn. 


NORWAY 


Anticoagulant Treatment.—Prof. P. A. Owren 
( Tidsskrift for den norske laegeforening [June 15] 
1958) compared the results obtained with Quick’s 
and his own methods for controlling the coagula- 
tion of the blood. He found the latter more accu- 
rate and less hampered by sources of error as well 
as possessing the practical advantage that it can be 
performed on samples of blood that are a day or 
two old. His patients were grouped according as 
they had rheumatic heart disease, myocardial in- 
farction, or angina pectoris. Seventeen patients in 
the first group had been subject to recurrent 
thromboembolic episodes before treatment was 
started. Only one such episode occurred during 
treatment, whereas there had been 27 such epi- 
sodes in an earlier corresponding observation pe- 
riod. There was no recurrent embolic episode 
among 15 patients receiving anticoagulant treat- 
ment for a total of 45 patient-years after their first 
attack, whereas in a control group of 17 patients 
observed for 55 patient-years, there were 20 recur- 
rent major embolic episodes. The second group 
included 308 patients with myocardial infarction 
who had been under permanent anticoagulant treat- 
ment for 904 patient-years with an average mortal- 
ity of 4.85% per year. This, Owren pointed out, was 
about half the mortality of the untreated controls. 
The third group included 471 patients with angina 
pectoris who had been under permanent anticoag- 
ulant treatment for 1,399 patient-years with an 
average mortality of 3.6% per year. This, again, 
was less than half the mortality in the control 
group. 
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Owren also quoted the observations of two Nor- 
wegians whose findings have supported his own. 
They were Bjerkelund, who studied survival rates 
in patients with myocardial infarction, and Waaler, 
who for several years kept a close watch over 275 
of Owren’s patients undergoing permanent anti- 
coagulation treatment for angina pectoris. For lack 
of a corresponding Norwegian contro] material, 
Waaler used material from the Mayo Clinic and 
found treatment to be most effective when started 
early, the mortality from angina pectoris being 
reduced from 15 to less than 1% in its first year, 
whereas when it had already lasted several years 
little could be claimed for this treatment. The pa- 
tients with angina whose symptoms had not lasted 
for more than two years derived the most benefit 
from anticoagulant treatment. 


Nephritis in Childhood.—In 1945 Frisk and Klack- 
enberg conducted a follow-up investigation of 214 
children with acute glomerulonephritis in Sweden. 
Permanent renal damage was found in 5.6% after 
10 years, and 4.7% had doubtful renal changes. As 
there had been a mortality of 2.3% in the acute 
phase of the disease, a complete cure could be 
claimed in only 87.4%. These findings may be com- 
pared with those of Steen and Rinvik (Journal of 
the Oslo City Hospitals [May] 1958) who have con- 
ducted a follow-up examination of 150 children 
with this disease. Few of the patients were severely 
ill on admission, and several presented neither 
hypertension nor edema. Complete rest in bed until 
the urine had become normal was ordered, and 
after discharge rest was recommended until macro- 
scopic hematuria had ceased. Penicillin was in- 
jected daily in the first 10 days in hospital. At the 
follow-up examination all but three patients could 
be regarded as completely cured within two years 
of the onset of the disease. With regard to edema, 
hypertension, and hematuria, the authors found that 
the hematuria was the slowest to disappear. After 
six months nearly 30% of the patients still had slight 
hematuria. After one year this figure was reduced 
to 7%, and even after 18 months there were still 5% 
excreting an abnormal number of red blood cells in 
the urine. 


Pyelonephritis.—Much of Nordisk medicin for June 
26 was devoted to a discussion of chronic pyelone- 
phritis. Professor E. M. Blegen admitted that for 
some unknown reason both chemicals and anti- 
biotics have proved disappointing in this field, the 
more so because chronic pyelonephritis is so com- 
mon and so likely to result in uremia. One con- 
tributor after another stressed his ignorance of the 
genesis of this ailment as well as his impotence to 
treat it successfully. Professor J. Bée said that 
antibiotics should not be given without identifica- 
tion of the causative organism. Many agreed that 
the tubercle bacilli should be looked for even when 
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tuberculosis is not suspected. Catheterization may 
be injurious, particularly for women. Sulfonamides 
are still to be recommended, though their mode of 
action remain obscure. 


American Surgeons Visit Oslo.—The visit in June of 
members of the American College of Surgeons to 
Oslo started with a welcoming ceremony in the 
Aula Hall of the University, where an orchestra, 
composed of doctors, supplied music suitable to the 
occasion. The visitors then broke up into groups, 
escorted by their Norwegian hosts, in order to wit- 
ness demonstrations at various surgical centers. An 
airplane flight to the North of Norway enabled 
several of the visitors to verify for themselves the 
much-advertised charms of the midnight sun. The 
editors of the Journal of the Oslo City Hospitals 
celebrated the occasion by a special number be- 
ginning with an open letter of welcome to their 
American colleagues. 


PORTUGAL 


Poliomyelitis.—In Portugal poliomyelitis is not com- 
mon. Every fall a few cases appear in the coastal 
region. Therefore the cost of an active immuniza- 
tion program would be out of proportion to the 
expected gain. As in many countries where there 
are but few cases, most of these are severe and the 
case fatality rate is high. For this reason vaccina- 
tion, though not compulsory and not furnished free 
by the government, is strongly recommended. 


Total Gastrectomy.—Prof Lima Basto (Arq. pat. 
28:205-235 [Dec.] 1956) has used a technique for 
total gastrectomy that he devised on a series of 30 
patients. In his hands the operation gives excellent 
results. He anastomoses the first loop of the jejunum 
to the esophagus to create a pouch over 10 cm. 
long. The afferent loop of the pouch is cut and an 
anastomosis to the efferent loop is made 8 cm. 
below the pouch. The technique is based on the 
fact that when a large longitudinal incision is made 
in the jejunum a spasm occurs. The pouch retains 
the food. The new stomach empties slowly, the 
spasm working as a new sphincter which opens 
regularly. There is no regurgitation of bile into the 
pouch and esophagus, and therefore esophagitis 
is never observed. The stimuli for pancreatic and 
biliary excretion are similar to normal, proving that 
prosecretin exists in the first segments of the 
jejunum, and the administration of hydrochloric 
acid with the food reproduces the physiological 
conditions of a normal stomach. The slow emptying 
of the new stomach prevents jejunitis, increases 
peristalsis which permits a better mixture of the 
food, and provides a better contact with the mu- 
cosal folds. The patients have no diarrhea. Some 
time after the operation the pouch takes the shape 
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of a real stomach with an air chamber, the mucosal 
folds become broader and thicker, and the color 
changes to an orange yellow similar to that of the 
normal stomach. The patients, after a period of 
adaptation of one to three months, can take normal 
meals and are able to live a normal life. Tests show 
absorption to be generally normal. The deficiency in 
absorption of vitamin B,. and the absence of 
intrinsic factor are not resolved by this technique, 
but this is true of any other technique used. 


UNITED KINGDOM 


Arsine Poisoning.—In reporting three cases of arsine 
poisoning arising from cleaning sulfuric acid tanks, 
one of which proved fatal, A. T. Doig ( Lancet 2:88, 
1958) noted that arsine is one of the commonest 
causes of industrial toxic jaundice in peacetime, 
when trinitrotoluene is not being manufactured on 
a large scale. During the 12 years, 1945-1956, 13 
cases, 4 of them fatal, came to the notice of the 
British Factory Department. The 13 cases occurred 
in seven incidents. The occupations of these 13 
persons were tin smelters handling arsenical dross, 
6; workers cleaning sulfuric acid tanks, 3; labora- 
tory workers, 2; cleaning reaction in vessel which 
had contained arsenic acid, 1; and mixing oxalic 
acid and other chemicals in a vessel contaminated 
with As.Os;,l. In the three cases reported by Doig, 
all the tanks had held acid made from pyrites, in 
two cases exclusively. In the third, a tank used for 
transporting acid by rail, fuming sulfuric acid had 
also been carried occasionally. It was recommended 
that, in so far as possible, acid tanks be cleaned 
without entry. When the deposit is soft, this can 
usually be done by repeatedly flushing with water 
and draining. When the deposit is hard, softening 
may be effected by strong alkalis or by steam. In 
discussing treatment, it is noted that dimercaprol 
has been used in most of the recently reported 
cases, but the results have been far from convinc- 
ing, even when the dosage was adequate. 


Expectation of Life Among Radiologists.—Accord- 
ing to a report by the United States National 
Academy of Sciences, the average age at death of 
American radiologists is about five years less than 
that of their professional colleagues not continually 
exposed to radiation. Brown and Doll have studied 
the causes of death of 1,377 male British radi- 
ologists from 1897 to 1957 ( Brit. M. J. 2:181, 1958). 
A comparison of the observed and expected num- 
bers of deaths from all causes provided no evidence 
that occupational exposure to ionizing radiations 
caused a detectable nonspecific shortening of the 
expectation of life of radiologists. This observa- 
tion is particularly striking since the numbers in- 
cluded most of the pioneer British radiologists, 
many of whom suffered from such effects of over- 


FOREIGN LETTERS 


311 


exposure as radiation dermatitis and skin cancer. 
A significant excess of deaths from cancer occurred 
among those practicing radiology before 1921, the 
year in which the first committee met to devise 
methods of protection against ionizing radiations. 
These excess deaths were mainly due to tumors of 
the skin and pancreas and to leukemia. 

No excess mortality from cancer was found in 
radiologists who entered their specialty after 1920, 
but it is too early to be certain that the hazard of 
cancer has been eliminated in those radiologists 
still alive. A small risk in a group of this size would 
not be easy to detect. A much larger number of 
persons are employed in industrial plants associated 
with the use of ionizing radiations that are more 
powerful and intense than those issuing from diag- 
nostic x-ray machines. Some, for example, are ex- 
posed to fast neutrons, for which the relative 
biological efficiency for the induction of delayed 
radiation effects may be greater than that of gamma 
rays or medium voltage roentgen rays. The findings 
do, however, show that as long as care is taken to 
observe protective measures the long-term somatic 
risks of radiation are probably small. 


Diabetic Coma in Infancy.—Diabetes is rarely seen 
under the age of one year. Beaven reported two 
infants under this age with diabetic coma. (Brit. 
M. J. 2:198, 1958). Both were admitted with rapid 
respiration, dehydration, and drowsiness, and in 
each a tentative diagnosis of pneumonia was made. 
As a result of increasing drowsiness and dehydra- 
tion the blood sugar was determined. It was 400 
mg. % in one and 1,000 mg. % in the other. The 
serum electrolytes showed a severe primary met- 
abolic acidosis. Both infants recovered after treat- 
ment with 80 to 100 units of soluble insulin and a 
solution containing M/6 sodium lactate and isotonic 
saline solution given intravenously. After the blood 
sugar level fell, a 5% dextrose solution was given. 
One of the infants suffered from fits and twitching 
which were controlled by calcium gluconate. Be- 
cause cases of infantile diabetes may masquerade 
as pneumonia or meningitis, the blood sugar should 
be estimated when these conditions are diagnosed 
and the infant shows signs of dehydration. 


Russian Vaccine for Multiple Sclerosis.—Pressure 
from political quarters has been put on the medical 
profession to investigate claims made for a Russian 
vaccine for the treatment of multiple sclerosis. This 
vaccine, known as the vaccine of Shubladze and 
Margulis, was prepared in the Ivanovsky Institute 
of Virology, Moscow. Professor George Dick, of 
Queen’s University, Belfast, who has examined the 
virus from which it was made and states that it is 
similar to rabies virus, has visited the Soviet Union 
for discussions with its originators. They confirm 
that it is antigenically indistinguishable from rabies 
virus and that it came from a strain isolated from 
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the blood of a patient with a peculiar acute en- 
cephalomyelitic syndrome. There is no evidence that 
it is causally related to multiple sclerosis, or for 
that matter that any virus is. As far as the vaccine 
is concerned, no satisfactory trials have been made 
with it, either in U. S. S. R. or in other countries 
where it has been tested. Such a vaccine may 
actually be harmful and both Dick and Shubladze 
suggest that further investigations be made before 
any more patients are given the vaccine. It is un- 
fortunate that it was made available before there 
was any reliable evidence of its clinical value and 
that discussions on it entered the political arena. 


Medical Research Council's Report.—The Medical 
Research Council's 43rd Annual Report (Report 
of the Medical Research Council for the year 
1956-1957, London, Her Majesty’s Stationery Office, 
1958) stated that great interest has been shown in 
the discovery of “interferon.” One virus growing in 
tissue culture prevents other unrelated viruses 
from growing in the cells. This interference is due 
to a chemical substance, interferon, a product of the 
activity of the first virus and its cell host. It is a 
sort of viral antibiotic, and is thought to act by 
interfering with nucleic acid metabolism. It has 
been shown that a factor in the thymus predisposes 
mice to radiation-induced leukemia. Thymectomy 
on the other hand protects them. Studies on the 
mechanism of fever have shown that the pyrogens 
of bacteria, which are of lipopolysaccharide nature, 
probably do not act directly on the temperature 
regulating center of the brain but on the white 
blood cells, which liberate an agent exerting a 
thermostatic control. It sets the temperature at an- 
other level. 

Surveys of rheumatic conditions showed that in 
Wales and Lancashire rheumatoid arthritis is equal- 
ly common in both sexes and not, as generally 
supposed, more common in women. Much of the 
formerly diagnosed rheumatoid arthritis in women 
has turned out to be osteoarthritis. In men it seems 
that rheumatoid arthritis predisposes to pulmonary 
tuberculosis and pulmonary nodular fibrosis. 


Wolfson Foundation.—The creation of a new chari- 
table foundation with a capital of nearly 17 million 
dollars has been announced on behalf of Mr. Isaac 
Wolfson. This is the largest trust since the establish- 
ment of the Nuffield Foundation with a capital of 
28 million dollars in 1943. The new foundation will 
have an income of $1,120,000 a year. As with all 
charitable trusts, this will be free of income tax. The 
purpose of the foundation will be to advance edu- 
cation and health in the United Kingdom and Com- 
monwealth, with particular reference to scientific 
and technological education; build facilities for 
higher education; and foster youth activities, gen- 
eral medical research, cancer research, and medical, 
surgical, and nursing services. The foundation is 


also empowered to act in the United States and 
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Israel. Within its chosen fields it will direct its effort 
where private donations can do most to initiate new 
projects. 


Cause of Peptic Ulcer.—Possible etiological factors 
in 100 patients with peptic ulcer were investigated 
by Allibone and Flint (Brit. M. J. 2:179, 1958). 
These patients were hospitalized for massive duo- 
denal hemorrhage or duodenal perforation. A 
matched series of patients who were admitted for 
another nonthoracic surgical emergency or accident 
served as controls. The incidence of acute respira- 
tory infection and chronic bronchitis, uncompli- 
cated by anoxia or heart failure, and the consump- 
tion of alcohol, aspirin, and other drugs was similar 
in the two groups, but the number of cigarette 
smokers among the men was significantly higher in 
those with ulcer than in the controls. It was con- 
cluded that there was no causal relationship be- 
tween respiratory infection and gastric or duodenal 
hemorrhage, although such a relationship has been 
claimed by some. The relatively high incidence of 
chronic bronchitis in men both with and without 
peptic ulcer merely reflects the high prevalence of 
the disease in the industrial cities of England. 
Aspirin, although a gastric irritant, was rarely found 
to be a cause of hematemesis. This confirmed the 
authors’ observation that even the large doses taken 
for suicidal purposes rarely cause massive hemor- 
rhage. 
Noise Abatement in Hospitals.—The annual report 
of the King Edward’s Hospital Fund (Brit. M. J., 
Aug. 2, 1958) stated that it is the unnecessary 
noises made within or near the hospital ward such 
as the squeaking wheel, the heavy footstep, and 
the slamming door that cause most distress. All the 
patients in Paddington Hospital over a period were 
asked to send to the fund a statement on the noises 
that bothered them most. The hospital manager 
was then asked to eradicate these noises insofar as 
possible. Over the course of several months he suc- 
ceeded in doing this. Bed screens were stopped 
from rattling and banging; doors and litter wheels 
were oiled and repaired; student nurses were sup- 
plied with quiet, comfortable shoes; and dressing 
cart tops were covered with a sound-deadening 
material. These measures cured much of the noise, 
but the noisy patient and, worse, the snoring pa- 
tient are still unsolved problems. 


Hearing on National Health Service.—Mr. Walker- 
Smith, Minister of Health, announced in the House 
of Commons that surveys are being undertaken at 
various hospitals to promote greater efficiency and 
economy. He said there had been a striking change 
in the treatment of disease. About 98% of the people 
of Britain are registered with general practitioners. 
Mr. Bevan (Labor) said that the National Health 
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Service has organized medical practice in such a 
way as to help those who need it most. On the 
therapeutic side there was general satisfaction with 
the service, but he was a little worried about mount- 
ing costs. He rejected the insurance principle as 
being wholly inapplicable to medical care, because 
you cannot give different types of treatment for 
different orders of contributions and you cannot per- 
form a second-class operation on a patient if he has 
not paid up. Payments to the service are not in- 
surance but tax. He said that there was no organic, 
financial, or administrative link between the Nation- 
al Insurance and the National Health Service. By 
assuming such a link, instead of increasing taxation 
to provide the additional money, the government 
had called for the money from the National Insur- 
ance fund. He believed this to be inimical to the 
scheme because it would appear to justify gradual 
transfer of the whole cost of national health to the 
shoulders of the poorest members of the commu- 
nity. 

The cost of the service to the present government 
is a smaller percentage of the national income than 
it was in 1950. Mr. Bevan accused the treasury of 
nibbling away at the service. He believes there 
have been too many Ministers of Health and that 
they have not acquired sufficient stature in their 
office to oppose the treasury. He charged that hos- 
pital consultants, if they can get a paying patient 
into a hospital, jump the waiting list and get him in. 
This is a serious abuse. Hospital management com- 
mittees should make a greater effort to assure that 
patients are admitted for medical reasons first, and 
that no one can buy his way in ahead of those who 
are more in need of hospitalization. Mr. Bevan as- 
serted that if this was not stopped he would send 
the names of these consultants to the Minister of 
Health and see what happened. 

Mr. Walker-Smith, speaking of the progress 
achieved over the last 10 years, said the number 
of effective beds was up by 6.5%, that of inpatients 
admitted by 29.5%, that of new outpatients treated 
by 12%, and that waiting lists were down by 11.5%. 
Deaths from tuberculosis had declined from nearly 
22,000 in 1948 to under 5,000 in 1957. In 1940, 
46,000 cases of diphtheria and nearly 2,500 deaths 
were reported, but last year only 37 cases and 6 
deaths were reported. There had, however, been an 
increase in cancer of the lung, leukemia, and arterio- 
sclerosis. An active program of poliomyelitis vac- 
cination was carried out in 1958 and up to and in- 
cluding the 29th week of the year there had been 
fewer total cases and fewer paralytic cases than in 
the same period of any recent year. The problems of 
an aging population and of mental health demand 
increased attention. More than 40% of all hospital 
beds are being used for those suffering from mental 
disorder. A shift of emphasis to outpatient treat- 
ment is being sought. Only in this way can the 
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health service meet the needs of patients without 
creating a crushing financial burden on the people. 
There has been an increase in capital expenditure 
on hospitals. A group of management consultants 
has offered to undertake a series of surveys at their 
own expense to demonstrate economies and im- 
provements in efficiency which could be achieved 
in the hospital service. The minister accepted the 


offer. 


Orf.—Human orf is due to a virus of the pox group, 
but is distinct from vaccinia or cowpox, and is a 
hazard of handling sheep. E. L. Gavin (The Prac- 
titioner 181:204, 1958) reported four cases which 
he saw this year due to the handling of pet lambs. 
In his area, County Carlow, Eire, orf has been un- 
usually prevalent among lambs this vear, possibly 
due to the exceptionally heavy rainfall. The four 
human cases, three in adults and one in a child, 
were all from different families. All three adults ac- 
quired the infection from feeding infected pet 
lambs, and the child, aged 2 vears, had had close 
contact with an infected lamb. It is recommended 
that such cases be treated conservatively. Incision 
should be avoided. Penicillin or other antibiotics 
are ineffective except for secondary infection. 
Gavin, however, believes that painting with tincture 
of naphthyl methane disulfonate hastens resolution. 


Poliomyelitis Vaccination.—Hitherto vaccination 
against poliomyelitis has been restricted to children 
under 15, expectant mothers, general practitioners, 
hospital and ambulance staff, and certain members 
of their families. The government hopes in the au- 
tumn to raise the vaccination age to 25 and to make 
a start with third injections of persons who have 
already had two. It is estimated that there are 
6,250,000 people in the 15 to 24 age-group, and 
that those eligible up to March 31, 1959, for a third 
vaccination may total 6,500,000. The intention is that 
third injections should be offered not less than seven 
months after the second. American and Canadian 
vaccine is still providing the bulk of the supplies, 
and there is little evidence vet of more than a trickle 
of British-produced vaccine coming into use. 


Peptic Ulcer and Tuberculosis.—Evidence of a 
higher than average, significant occurrence of pep- 
tic ulcer in tuberculosis was adduced by D. M. 
Kissen (Health Bull. [Edinburgh] 16:44, 1958). 
Among the 829 patients attending his tuberculosis 
follow-up clinics in 1956, he found 34 with peptic 
ulcer—an incidence of 4.1%. In 15 the peptic ulcer 
occurred before, and in the same number after, the 
onset of tuberculosis. In four, because of the prox- 
imity of the diagnosis or onset of symptoms with 
one another, it was not possible to say which oc- 
curred first. The finding of as many patients devel- 
oping their ulcer after tuberculosis as before it, es- 
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pecially with such long intervals between—up to 11 
years (average 7)—is not in keeping with the theory 
that the malnutrition of peptic ulcer is a main factor 
in the association of these two conditions, nor does 
the finding of more ulcer patients having had medi- 
cal than surgical treatment—eight and seven, respec- 
tively, only four with partial gastrectomy—support 
the view that surgical treatment, especially partial 
gastrectomy, predisposes to the development of 
tuberculosis. The association between the two 
conditions can be better understood if it is appre- 
ciated that both have a psychological basis in their 
etiology. If there is a psychological association be- 
tween pulmonary tuberculosis and peptic ulcer, 
then successful orthodox treatment of one affection 
may sooner or later be followed by the develop- 
ment of the other. It would appear therefore that 
successful orthodox treatment of the particular con- 
dition, be it tuberculosis or peptic ulcer, may be 
insufficient for the complete treatment of the pa- 
tient. In other words, treatment by psychotherapy 
should also be given as an adjuvant to ordinary 
treatment with a view to possible prevention of the 
development of other psychosomatic conditions and 
the prevention of relapse. 


Leukemia due to Irradiation.—A fatal case of acute 
granulocytic leukemia in a 10-month old infant, in 
which the cause may have been excessive x-rays of 
the mother during pregnancy, was reported by F. 
W. Gunz and co-workers (Lancet 1:190, 1958). The 
child was a fourth child, and was apparently normal 
when born after an uncomplicated labor, the birth 
weight being 4,422 Gm. (9 lb. 12 0z.). She devel- 
oped much as her three siblings had and was well 
until six weeks before admission to hospital, when 
she began to bruise easily. She died on the 11th 
hospital day, and the diagnosis was confirmed at 
autopsy. The obstetric history was that the mother 
was obese (238 Ib. [108 kg.]) and, because of doubt 
about the position of the fetus, she was x-rayed 
three times, with a total of five exposures of which 
three were anteroposterior and two were lateral 
projections. These were carried out on Nov. 15 and 
28 and Dec. 7 (the day before delivery). Because 
of her obesity, the exposure times were longer than 
is usual, and no added filter was used for any of 
the exposures. It is estimated that the total dose 
to the fetus was 25.35 r. 


General Practice.—_The general practitioner in the 
National Health Service is the only self-employed 
man, professional or otherwise, in Great Britain 
who is forbidden to sell his goodwill, according to 
a memorandum entitled “Entry into General Prac- 
tice” by the Fellowship for Freedom in Medicine 
(The Practitioner August, 1958). Even the dentist 
in the N. H. S. is allowed this freedom. This re- 
striction on a self-employed person does not apply 
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anywhere else in the world. Entry into general 
practice under the N. H. S. is controlled by execu- 
tive councils supervised by a body known as the 
Medical Practices Committee. 

There are now three main methods of establish- 
ment in general practice in the N. H. S.: (1) entry 
into partnership, after a period as assistant with a 
view to partnership, (2) appointment to an execu- 
tive council vacancy, and (3) “squatting.” All three 
methods have certain difficulties. In the case of the 
first, if prospects and conditions are good there are 
likely to be as many as a hundred applicants. There 
is no legal requirement that the principal must 
share his income with the assistant; hence the “view 
to partnership” has tended to become an illusion. In 
addition, there are difficulties in obtaining satisfac- 
tory terms in the partnership. Should the partner- 
ship be dissolved, the junior partner may suffer 
great hardship. He cannot sell his share of good- 
will and buy a partnership in another district, as in 
former days, so that he may well be forced to ac- 
cept most of the work for a small share of the in- 
come. 

In the case of obtaining an appointment to a 
vacancy, the major difficulty is that these vacancies 
are scarce. In 1956 less than a third were adver- 
tised, and the average number of applicants was 43. 
Even when the appointment has been obtained, 
there is difficulty in finding practice premises as 
there is no obligation on, or incentive to, the re- 
tiring physician or widow to provide premises. 
There is no personal introduction and there is often 
long delay between the retirement or death of the 
previous physician and the appointment of the new 
one. “Squatting” or opening an office in competition 
with an established practice has always been risky 
but it is more so now that nearly all the population 
is registered under the N. H. S. and less than 2% of 
all general medical care is through private practice. 
To overcome these difficulties the Fellowship put 
forward a detailed scheme for the restoration of the 
purchase of goodwill. 


Bone Meal and Anthrax.—Seven cases of anthrax 
due to bone meal were reported from Scotland by 
Robert Lamb (Lancet 1:151, 1958). Four cases of 
cutaneous anthrax occurred in a factory that pro- 
duces animal charcoal for use in sugar refining. The 
factory imports bones from India, Pakistan, and the 
Argentine. The bones are crushed in the factory, 
and the fine dust remaining at the crushing mills is 
collected and sold as bone fertilizer. Frequent sam- 
pling of the raw bones, the crushed bones, and the 
bone dust, which is found everywhere in the fac- 
tory, even in the offices, has shown spores of viru- 
lent anthrax bacilli. In addition to the four cases 
of cutaneous anthrax, Lamb reported two cases of 
empyema from the same factory in which clostridia 
were isolated from the empyema fluid: Cl. tertium 
in one case and Cl. oedematiens in the other. As he 
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was informed that in investigations of bone meal 
for anthrax, clostridial growth must be suppressed 
before inoculating guinea pigs, he suggested that 
such infection may be a further hazard of workers 
in this industry. 

Green and Jamieson (Lancet 1:153, 1958) re- 
ported four cases of cutaneous anthrax, three of 
which occurred after the handling of bone fertiliz- 
ers. The three were a farm laborer who had been 
handling a commercial fertilizer that probably con- 
tained bone meal; a farm manager who had been 
spraying fields with bone-meal fertilizer; and a boy, 
aged 15, who had been preparing soil for growing 
tomatoes which involved the use of bone-meal. The 
fourth was a veterinary surgeon who contracted the 
disease through contact with an infected animal. 
The bone-meal products were apparently Indian or 
Argentinian in origin. In an addendum a further 
case was reported in a seedsman, aged 17, and Ba- 
cillus anthracis was isolated from a sample of bone- 


meal handled by him. 


Implantation of the Pituitary with Yttrium-90.—A 
new technique for the implantation of yttrium-90 
in the pituitary was described by A. P. M. Forrest 
and co-workers (Lancet 1:192, 1958). This is said 
to ensure more accurate placement of the rods of 
yttrium-90. Using this method, 14 patients with 
metastatic mammary cancer, considered unfit for 
adrenalectomy, were treated by introducing twin 
screws, each loaded with 5 to 7 me. of yttrium-90, 
into the pituitary. Three died from progression of 
the cancer within eight days of the implantation, 
and in all three the gland was entirely destroyed 
except for a single layer of subcapsular cells. In 
another patient who died six weeks after implanta- 
tion, there was complete destruction of the pituitary. 


Damages for Doctor's Widow.—Dr. Baker, of 
Ashby-de-la-Zouche, was stopped by the police be- 
tween calls to patients and asked to help two men 
overcome by fumes from a gasoline-driven pump in 
a 50-foot well. He tied a rope around his waist and 
was lowered to the men, but as they were dead and 
he could no nothing for them, he signalled to be 
pulled up. The rope fouled on an obstruction and 
when Dr. Baker was rescued by firemen he was un- 
conscious. He died from carbon monoxide poisoning 
on the way to hospital. His widow subsequently 
brought an action on behalf of herself and her two 
children against the employers of the men involved 
in the fatality, charging them with negligence in 
allowing the use of a gasoline-driven pump in a 
well without any safety measures or means of test- 
ing the air, and without warning employees of the 
danger. The employers were said also to owe a 
duty to those who, in common humanity, might go 
to the rescue in an attempt to save life. The judge 
gave judgment for Mrs. Baker for $33,720. He ig- 
nored the defense that Dr. Baker had voluntarily 
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undertaken the risk of rescuing the men. It would 
be a slight on the legal profession, said the judge, 
to hold that such conduct on the part of a brave 
and humane physician could not reasonably be ex- 
pected by those whose negligence created the peril 
which he sought to forestall. 


Coronary Disease in Rural Areas.—In a random 
sample of 96 men, aged 55 to 64, drawn from a rural 
area in southwest Scotland and studied by Kennedy 
and Cowan (Scot. Med. J. 3:283, 1958) 43 were ac- 
tively engaged in agriculture; 23 had evidence of 
coronary heart disease, and of these, 8 were agri- 
cultural workers. The authors concluded that in the 
rural area studied coronary heart disease is com- 
mon. There appeared to be no difference between 
the smoking habits of the coronary and the noncoro- 
nary group. The average weight of the coronary 
group was 167.5 Ib. (range 122 to 250 Ib. [55 to 113 
kg.]) compared with 155.6 Ib. (range 115 to 232 
Ib. [52 to 105 kg.]) for the noncoronary group. Nine 
of the 23 subjects in the coronary group and 35 of 
the 73 subjects in the noncoronary group had a dias- 
tolic blood pressure of 100 mm. Hg or over. The 
mean blood pressure of the coronary group was 
159.9/96.5 mm. Hg, and that of the noncoronary 
group 162.9/95.3 mm. Hg. 


Splinter Hemorrhages.—Splinter hemorrhages have 
been recognized as a characteristic physical sign in 
patients with subacute bacterial endocarditis since 
they were first described by Lord Horder in 1920. 
Platts and Greaves examined the fingernails of 429 
patients and normal persons and 35 cadavers in a 
search for splinter hemorrhages (Brit. M. J. 2:143, 
1958). They found that these hemorrhages occur 
in many patients who are not suffering from bacte- 
rial endocarditis. Thus they occurred in 44% of pa- 
tients with uninfected mitral stenosis, in 27% with 
rheumatic fever, and in 12 to 20% of those with 
arthritis, renal disease, blood disease, malignant neo- 
plasms, heart disease (other than mitral stenosis), 
pulmonary disease, and peptic ulcer. No splinter 
hemorrhages were found in 35 normal subjects, al- 
though 12 acquaintances in normal health stated 
that they had them. Hemorrhages were found in 
17.5% of all the subjects examined. Histological and 
histochemical examination suggested that they are 
due to emboli in the terminal vessels of the nail bed. 


Tongue Biopsy.—Although tongue appearances and 
tongue prints have been used in the study of ane- 
mia, deficiency diseases, and subacute combined de- 
generation of the spinal cord, tongue biopsy does 
not seem to have been employed except for the in- 
vestigation of such local lesions as cancer. Taft and 
co-workers described their experience with tongue 
biopsy, using a new suction biopsy tube that they 
designed (Lancet 2:69, 1958). At first fine scissors 
were used to cut fragments of tongue, but it was 
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difficult to obtain sufficient depth and it produced 
subsequent pain. The suction biopsy tube is oper- 
ated by applying a suction of 40 cm. Hg. A small 
fragment of tongue, anesthetized with 3% cocaine, 
is sucked into a hole and cut off. After removal the 
fragment is fixed in 10% formol in physiological 
saline solution and embedded in paraffin. The auth- 
ors have made 50 successful biopsies in 40 persons 
with normal tongues or tongues showing atrophy 
or inflammation. The specimen was usually taken 
from an area about 2 cm. from the tip of the 
tongue and midway between the median groove 
and lateral edge. Three failures to obtain biopsy 
specimens were all in patients with marked epithe- 
lial atrophy, as in pernicious anemia and atrophic 
glossitis. No major discomfort was felt either during 
or after removal of the specimen. 

Biopsy material from normal tongues showed 
the superficial squamous, prickle, and basal cell 
layers. Certain regions showed evidence of more 
rapid proliferation of the basal cells, these cells 
forming a layer three to six cells thick and being 
cuboidal or low columnar in shape, with darkly 
staining oval nuclei and scanty cytoplasm. More 
superficially the cells were prickle-cell in type. form- 
ing a layer about six cells thick. Here the cells were 
oval or spindle-shaped, with paler staining and ir- 
regularly shaped nuclei and peripheral intercellular 
bridges visible under high magnification. More su- 
perficially again there was a squamous cell layer, 
often containing keratohyaline granules. At the 
surface these cells formed filiform papillae whose 
surface was roughened by desquamating cells. 
When there was macroscopic atrophy of the tongue, 
good correlation was found with the histological 
appearances. With the development of atrophy the 
basal cell proliferation became slower and more 
even, producing a thin smooth epithelium. In a pa- 
tient with pernicious anemia the administration of 
vitamin B,» was followed by a cellular response to- 
wards a more normal epithelium. The authors sug- 
gested that studies based on tongue biopsy may 
throw further light on the degenerative processes 
in various diseases, especially with regard to the 
cellular and tissue changes. Serial biopsy may also 
aid in assessing the value of treatment. 


Cascara Poisoning.—Severe hypokalemia following 
illnesses associated with chronic diarrhea is well 
known. Aitchison recorded a case of severe hypo- 
kalemia developing in an elderly patient from abuse 
of cascara (Lancet 2:75, 1958). A preliminary diag- 
nosis of coronary thrombosis was made in a man, 
aged 78, who was hospitalized because of sudden 
loss of power in his arms and left leg, but a routine 
electrocardiogram showed changes indicating hypo- 
kalemia, which was confirmed biochemically. The 
patient had been living for years on a diet consist- 
ing largely of bread, margarine, and tea, with little 
or no meat. He had the idea that he suffered from 
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body odor and took six cascara tablets a day to cor- 
rect this. As a result he had three bowel movements 
a day. This and his unbalanced diet produced hypo- 
kalemia, with a serum potassium of only 2.3 mEq. 
per liter. Recovery was rapid on a full diet and 1 
Gm. of potassium chloride four times daily by 
mouth. The patient, however, could not be cured of 
his addiction to purgatives. 


Hypophysectomy for Breast Cancer.—Hypophysec- 
tomy is an effective means of palliation in a signifi- 
cant proportion of patients with metastatic breast 
cancer. The technical difficulties of complete re- 
moval are formidable and a postoperative labora- 
tory test would be useful to decide if this has been 
complete. Bulbrook and co-workers correlated the 
excretion of estrogen with the preoperative and 
postoperative clinical state of patients suffering 
from metastatic breast cancer and subjected to hy- 
pophysectomy (Brit. M. J. 2:15, 1958). They found 
that patients in whom regression followed hypo- 
physectomy tended to have a low preoperative level 
of urinary estrogen and in most the estrogen ex- 
cretion virtually ceased after operation. On the 
other hand continued estrogen excretion did not al- 
ways exclude objective regression. Patients deriving 
no benefit from hypophysectomy tended to have a 
high preoperative estrogen excretion and continued 
to excrete estrogen after operation. 


Phenylethyldiguanide in Diabetes.—Bloom and co- 
workers treated a series of 40 diabetics with phenyl- 
ethyldiguanide (DBI) (Brit. M. J. 2:74, 1958). 
The diabetes was of all grades of severity. The pa- 
tients’ ages ranged from 18 to 78, and the 38 of 
them whose weights were normal were given 150 
mg. of DBI 30 minutes before breakfast on the first 
day of treatment. On the second and subsequent 
days 50 mg. was given three times daily before 
meals. The full course lasted six weeks. The 24-hour 
urinary output of glucose was measured and the 
blood sugar levels were estimated daily at midday 
before lunch. In sensitive patients a hypoglycemic 
response occurred in 4 hours, was maximal in 6 
hours, and was not measurable 10 hours after tak- 
ing the drug. A significant fall of blood sugar level 
occurred in 26 of the patients. At a dosage of 50 mg. 
three times daily DBI reduced the blood sugar to 
normal levels, in some patients in the presence of 
ketonuria and in some who failed to respond to tol- 
butamide. Nausea, abdominal discomfort, vomiting, 
and diarrhea were severe enough in 25 to necessi- 
tate withdrawal of the drug. Symptoms quickly 
subsided on cessation of treatment. Only 6 of the 
original 40 patients were continued on DBI with 
satisfactory control. The fact that ketone bodies ap- 
peared with normoglycemia in some patients makes 
it likely that carbohydrate oxidation is not com- 
pletely rectified even when the blood sugar has re- 
turned to normal. There was no increase in the post- 
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prandial fall of serum inorganic phosphorus, nor 
could any effect on the plasma amino-acid nitrogen 
be demonstrated. The authors concluded that DBI 
is unsuitable for general use in the treatment of 
diabetes because of the high incidence of unwanted 
side-effects. 


Cancer Campaign Report.—The annual report of 
the British Empire Cancer Campaign stated that 
attempts to produce tumors in animals by painting 
the skin with carcinogens or administering orally the 
carcinogens from cigarette tar have not been re- 
warding. Experiments in which animals of several 
species have inhaled tobacco smoke for long periods 
have likewise not produced tumors. An extensive 
survey of patients treated in the past with estrogens 
showed that only 2 of 530 subsequently developed 
carcinoma, | of the uterus and | of the breast. Of 
120 patients with carcinoma of the breast, only 5 
were found to have been taking estrogens for more 
than a year at some time previously. It was found 
that estrogens continue to be excreted in the urine 
even when hypophysectomy or adrenalectomy is 
complete. 

The increased use of exfoliative cytology in the 
diagnosis of cancer revealed that 3 to 4 women per 
1,000 attending gynecologic clinics have a symptom- 
less carcinoma of the cervix, usually in situ. By 
means of cytologic techniques, it was estimated 
that 2% of the women attending some clinics had a 
clinically undiagnosed pelvic cancer. Measurement 
of minute quantities of radiation. such as are emit- 
ted by the human body, particularly the skeleton, 
has been made possible by new techniques elabo- 
rated in the Campaign’s laboratories. Even the 
fetus shows measurable radioactivity. 


An American Looks at the National Health Service. 
—Professor P. F. Gemmill, of the University of 
Pennsylvania, reported in the British Medical Jour- 
nal his impressions of the National Health Service. 
In reply to the question “Do you find the volume of 
paper work very burdensome?” only 39% of the 372 
general practitioners he questioned replied in the 
affirmative. Some were pleased that they no longer 
had to send out bills for services rendered to private 
patients. The trend towards general-practitioner 
partnerships has helped to lessen the burden of 
paper work because the partnership can usually af- 
ford secretarial assistance, whereas the single-hand- 
ed practitioner cannot. Patients sometimes make a 
nuisance of themselves because treatment is free. 
Of the physicians questioned 49% said that patients 
often consulted them for trivial reasons, 30% said 
that this happened occasionally, and 21% said that 
this occurred rarely. Some of the doctors, however, 
welcomed visits, even for apparently trivial reasons, 
because they argued that reassurance of the patient 
is part of the doctor's job, and 11% thought that 
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serious ailments might be diagnosed in the early 
stages by patients seeking advice on what at first 
sight appeared to be a trivial condition. 

The average number of patients per general prac- 
titioner in Professor Gemmill’s survey was 2,283, 
but 53% of the doctors had less than this number 
and 47% had more. A few had the maximum per- 
mitted, or 3,500. About 59% said that they could 
cope with their list of patients, 38% found it diffi- 
cult, and 3% reported that it was almost impossible 
to give adequate service. Visits by patients were 
rarely by appointment and as a result some of them 
might have to wait some time to see the doctor in 
his office. The waiting time in hospital outpatient 
departments varied greatly; 13% of the patients 
said that they usually had to wait more than two 
hours, 25% waited as long as this at times, and 62% 
hardly ever waited this long. Although there is a 
shortage of hospital beds, 73% of the general practi- 
tioners had no difficulty in getting patients hospi- 
talized. The rest experienced difficulty unless the 
case was really urgent. The greatest difficulty was in 
finding beds for chronic invalids and the aged. 

The gross remuneration of the general practi- 
tioner with an average number of patients was $6,- 
874, and with the maximum number was $9,730. 
After allowing for the cost of running the practice, 
the net incomes before taxes would be about $4,584 
and $6,488 respectively. It must be borne in mind 
that the cost of living is at least 25% higher in the 
United States than in Britain. In hospitals the basic 
salary for full-time specialists is $8,680 a year, but 
“distinction awards” may bring an additional $1,400 
a year to 20%, $4,200 to 10%, and $7,000 to 4% of 
the total number of specialists. Incomes of general 
practitioners with the average number of patients 
were within the upper 2.4% of the nation’s incomes. 
Those of doctors with the maximum number of 
patients were within the upper 1.4%, as were those 
of specialists of at least three years’ standing. 

Patients disliked (1) waiting in doctors’ offices 
and hospital outpatient departments, (2) the small 
amount of time devoted to them by some doctors, 
(3) paying for dental and ophthalmic care, and (4) 
free medical care for foreigners. On the other hand 
they appreciated the fact that medical care is now 
a right and not a charity; that the best medical 
treatment is now available to those of low income; 
and that a severe illness would not ruin a patient 
financially. About 91% thought the health service 
satisfactory and 76% said that they had excellent 
care for serious illness. Physicians complained that 
practices could no longer be bought and sold; that 
they were unable to move freely from one area to 
another; that pay increases had not kept pace with 
the rise in the cost of living; and that private pa- 
tients paid twice for everything. On the other hand 
they were pleased that they could prescribe the 
medicine they deemed best for the patient, regard- 
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less of expense; that they could visit the patient as 
often as necessary without the charge of fee-snatch- 
ing; that their service was pensionable after 10 
years; that they received fewer night calls owing 
to the increase of group practice and partnerships; 
and that they were spared sending out bills and try- 
ing to collect bad debts. About 92% thought that 
the national health service had come to stay. 


Lung Cancer.—In the period March, 1955, to July, 
1957, five young soldiers (aged 18, 19, 20, 21, and 
23) in the Connaught Hospital (Army Chest Cen- 
ter) were found to have lung cancer. In view of 
the infrequency of the disease in this age group, 
Large and Morgan (Brit. J. Tuberc. 52:185, 1958) 
reported these cases in detail. Two were discovered 
by mass radiography. Initially, the patients com- 
plained of no symptoms, even when pressed to do 
so. Both had peripheral growths. Two others com- 
plained of productive cough and hemoptysis which 
could be attributed to the growths. Both had hilar 
and parahilar lesions. In the fifth patient, the pre- 
senting symptoms, headache and vomiting, were 
due to metastases. In one of the cases discovered 
by mass radiography the growth, which had orig- 
inally been situated in the periphera of the apex of 
the lower lobe, grew so rapidly that, by the time 
the patient was bronchoscoped, it had replaced 
most of the left lung and had occluded the left 
main bronchus completely. In every case the 
growth was an anaplastic carcinoma composed of 
oat cells, smal] round cells, or both. It is admitted 
that in the two cases detected by mass radiography 
the final diagnosis was unnecessarily delayed by a 
too ready assumption that the lesions were tuber- 
culous. One had a fairly well demarcated circular 
opacity which in an older man would have aroused 
suspicion and led to an earlier bronchoscopy. In 
the other the reporting of tuberculous granulations 
on pleural biopsy and a favorable response to anti- 
tuberculous therapy led to a minimizing of the 
importance of the bloodstained aspiration fluid. 

In spite of the comparatively early diagnosis in 
the series as a whole, only two patients were 
judged operable, and they survived operation 
(lobectomy in one and pneumonectomy in the 
other) by only six months. Two patients had deep 
x-ray therapy; one after a course of nitrogen mus- 
tard and the other as a postoperative measure. Of 
the three patients not operated on, one lived 17 
days from the onset of his first symptom, one three 
months, and one five months. 


Diets of Occupational Groups.—The annual report 
of the National Food Survey Committee for 1956 
contains an analysis of household diets according 
to occupational groups. This shows that the con- 
sumption of most main foods declined steadily from 
class 1 (professional and technical occupations ) 
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to class 5 (unskilled occupations), the gradation 
being steepest for fresh fruit. For bread and pota- 
toes, margarine and tea, the class gradient in con- 
sumption was reversed. Somewhat surprisingly, 
reversed class gradients in consumption were also 
shown for bacon except for a peak in class 2, and 
for cakes except for a fall in class 5. Downward 
class gradients in the consumption of several foods 
were reversed in class 5 households who consumed 
more meat, fish, eggs, butter, oatmeal, and preserves 
than households of class 4 workers. The values for 
class 1 were the highest, particularly for vitamins 
A and C. This class also obtained 8 to 9% more 
animal protein and riboflavin than the national 
average, but slightly less iron, findings which re- 
flect their higher consumption of fresh fruit, vege- 
tables, milk, cheese, and meat and their lower 
consumption of bread and flour. The intake of 
class 2 equalled or slightly exceeded the national 
average for all nutrients except vitamin A. Miners’ 
households were above average for all nutrients 
except vitamin A. Their large consumption of bread, 
flour, and potatoes contributed to their high intakes 
of iron, thiamine, and nicotinic acid. Agricultural 
workers’ families obtained 14% less vitamin A and 
10% less vitamin C than the average, mainly be- 
cause of their relatively low consumption of liver, 
carrots, and fresh fruit, especially citrus fruit. 


New Hypotensive Agent.—A preliminary clinical 
trial of a new hypotensive agent, Pempidine, 
(1:2:2:6:6-pentamethylpiperidine ) is reported by 
M. Harington and co-workers (Lancet 2:6, 1958). 
It is similar in many ways to mecamylamine, being 
rapidly and completely absorbed from the intestine, 
readily crossing cell membranes, excreted more 
readily in acid than alkaline urine, and easily cross- 
ing the blood-brain barrier. On the other hand, 
there are certain differences. Although 25% of 
mecamylamine is bound to plasma protein, Pempi- 
dine is not so bound, and therefore all the drug in 
the plasma is pharmacologically active. Further, 
Pempidine is more rapidly excreted, which reduces 
the risk of toxic accumulation in the body. Con- 
tinuous oral treatment was investigated in 27 pa- 
tients, and it was concluded that a steady hypoten- 
sive effect could be maintained throughout the day 
when Pempidine was given orally at five-hour in- 
tervals. Because of the rapid elimination of the 
drug, the dosage could be quickly increased. Most 
patients in whom treatment with Pempidine was 
maintained experienced some side-effects, the symp- 
toms being similar to those usually observed during 
treatment with ganglion-blocking agents. These 
side-effects ran parallel with the hypotensive action 
of the drug, coming on about 30 minutes after an 
oral dose, being at their maximum for one or two 
hours, and often wearing off before the next dose 
was due. All side-effects disappeared rapidly on 
omitting the drug. 
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CORRESPONDENCE 


PENICILLIN REACTIONS 


To the Editor:—In an article entitled “Follow-up 
Study of Fatal Penicillin Reactions” (J. A. M. A. 
167:1118-1121 [June 28] 1958) it was stated that 
“one should not under any circumstances abandon 
the use of penicillin . . . despite a few tragic mis- 
haps.” These deaths are not, by my standard, few. 
The article mentions the investigations of 30 known 
deaths due to penicillin in New York City in a 
period of five years. How many more were un- 
known and not investigated, in New York City and 
throughout the nation, it is impossible to estimate, 
since, as the author admits, “it is obvious that one 
is hardpressed in making a survey of this type to 
get the crucial information because of the subse- 
quent possibility of a legal problem.” Further, the 
Lilly Physician’s Bulletin, Feb. 15, 1958, stated: “It 
has been estimated that more than one thousand 
fatalities have occurred following the use of paren- 
teral penicillin.” 

While the author advocates the continued use of 
penicillin, here are statements which, taken to- 
gether, tend to disavow this advocacy: 1. “Instances 
of fatal reactions to penicillin are stil] occurring.” 
2. “There are reports of fatal and near-fatal reac- 
tions not only from orally administered penicillin 
but even from sucking a lozenge containing only 
20,000 units.” 3. “Even [skin or/and conjunctival 
testing] has its pitfalls, for . . . a physician . . ., in 
using the conjunctival test, had a near-fatal reaction 
in his office.” 4. “It is hard to picture the busy 
general practitioner on his rounds of house calls, 
skin-testing every squirming youngster when in 
doubt.” 5. “We have a choice of many new anti- 
biotics, some of which have an unusually wide spec- 
trum of applicability.” 6. “There well may be in one 
out of seven people [a patient sensitive to penicillin 
or with a history of allergy].” 7. “Even the greatest 
care in inquiring about any previous use of peni- 
cillin and/or reactions thereto may fail to reveal 
unknown sensitization.” 8. “There is no longer any 
doubt as to the ability of [penicillin] to cause fatal 
reactions.” 9. There were only “12 [of 30 fatalities] 
in which the use of penicillin was [considered] 
indicated.” 

I must take special issue with the statement that 
“the patient has to shoulder some of the responsi- 
bility for these [deaths] because the patient often 
says to the physician, ‘Just give me a shot of peni- 
cillin and I'll be O. K.’” Then the author im- 
mediately contradicts himself by properly stating 
that “the physician must be the sole and final judge 
as to what medication is needed,” and, I say, the 
physician must therefore be solely responsible. 
While, as the author states, “penicillin is [admit- 
tedly] the least toxic . . . of all the antibiotics,” this 
cannot be interpreted in favor of its continued use, 


since it is also the most allergenic. Thus, the pro- 
fusion of penicillin reactions is emphasized by the 
author’s own quotation of figures taken from a 
three-year nationwide survey by the Food and 
Drug Administration, involving 800 hospitals and 
over 1,600 physicians, that “of the reactions caused 
by 809 preparations . . . 793 were caused by peni- 
cillin with 72 deaths; and 16 reactions caused by 
streptomycin, dihydrostreptomycin, chlorampheni- 
col, and tetracycline, with 2 deaths. . . . It has been 
estimated that the incidence of reactions [to peni- 
cillin] seems to be increasing by approximately 
1% a year.” 

I long ago abandoned the use of penicillin except 
where proper studies indicated it to be the only 
antibiotic capable of affecting a given organism 
and in certain other limited specific indications. In 
doing so, and in using the safer broad spectrum 
antibiotics, I have witnessed no increase in mor- 
bidity, no prolongation of illness, no comparable 
toxicity, and no fatal reactions. Thus, my results 
have convinced me that this has been right for 
me and my patients. Jutes Cooper, M.D. 

723 Washington Ave. 
Woodbine, N. J. 


SURGERY FOR PARALYSIS AGITANS 


To the Editor:—In his article in the July 5, 1958, 
issue of THE JoURNAL, page 1195, Dr. L. J]. Doshay 
called attention to the revival of interest in the 
surgical management of paralysis agitans. Much of 
the vigor with which this problem is being attacked 
surgically stems from the rapid and far-reaching 
advances that have been made by Cooper, beginning 
with the anterior choroidal artery ligation and fol- 
lowed by chemopallidectomy and, most recently, 
chemothalamectomy. Developments by several 
neurosurgical investigators in the last year would 
justify modifying the statement concerning surgical 
attainments which appeared in THE JouRNAL that 
“Some favorable, though transient results, have been 
achieved in younger patients suffering from uni- 
lateral symptoms.” 

A symposium on basal ganglia surgery for in- 
voluntary movement disorders, sponsored by the 
American Rehabilitation Foundation and the Sister 
Elizabeth Kenney Foundation, was held at New 
York University in May, 1958. Neurosurgeons and 
neurologists, including Spiegel, Kjellberg, Sweet, 
Bertrand, and Reichert, reported on the growing 
number of stereotaxic instruments that are being 
used successfully for the increasingly accurate 
placement of lesions in a variety of basal ganglionic 
structures. At the same meeting, remarkable ameli- 
oration of tremor and rigidity was shown to be 
attainable through destruction of basal ganglia by 
means of chemicals (Cooper), electrical methods 
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(Wycis ), and ultrasound ( Meyers ). The ideal can- 
didates for operations would appear to be good 
operative risks with predominantly unilateral symp- 
toms, but at the symposium over 100 postoperative 
patients were demonstrated by Cooper and Wycis, 
many of whom were elderly, had had _ bilateral 
involvement, and showed profound or complete 
relief of symptoms for periods up to five years. 

An example of the increase in government and 
public interest in paralysis agitans alluded to by 
Tue JourNnaL is the work of the Sister Elizabeth 
Kenney Foundation. This voluntary health agency 
has shown a continuous interest in the hyperkinetic 
disorders, having helped support the Cooper work 
for more than five years. This foundation is sponsor- 
ing a growing number of clinical and basic research 
projects in this field. These projects are designed 
to improve methods for placement and production 
of lesions and to delineate anatomically, physio- 
logically, and pathologically those structures in the 
central nervous system that are responsible for 
both the production and relief of extraneous human 
movernents. 

Frank H. Krusen, M.D. 

Paut M. Jr. 

The American Rehabilitation Foundation 
1800 Chicago Ave. 

Minneapolis 4. 
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MEDICOLEGAL ABSTRACTS 


False Affidavit as Basis for Commitment to Mental 
Hospital: Physician’s Liability —This was action for 
damages against the defendant physicians arising 
out of the detention of the plaintiff in a state men- 
tal hospital. From an adverse judgment, the plain- 
tiff appealed to the Supreme Court of North Caro- 
lina. 

In accordance with the statutes of North Caro- 
lina, the clerk of the Superior Court of Cleveland 
County appointed two of the defendant physicians 
to examine the plaintiff as to his mental condition. 
On the basis of such examination the plaintiff was 
sent to a state mental institution. The third de- 
fendant was the plaintiff's attending physician prior 
to his commitment. The plaintiff contended that the 
examining physicians did not give him more than a 
hurried, superficial, and totally inadequate exami- 
nation and that he should not have been hospital- 
ized on the basis of the certificates they executed. 
His suit was in the nature of a libel action. 

The Supreme Court pointed out that these two 
physicians did not institute the proceeding, nor did 
they, or either of them, have anything whatsoever 
to do with the institution thereof. They were di- 
rected by the clerk of the court to perform an im- 
portant duty. In discharging it, they were not en- 
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gaged in the ordinary practice of their profession. 
Their role and function in examining plaintiff and 
signing the affidavits in respect to his mental con- 
dition were those of witness. Furthermore these 
examining physicians did not issue the order of 
commitment and detention; that too was done by 
the court clerk. The rule in this jurisdiction, con- 
tinued the court, is that a defamatory statement 
made by a witness in the due course of a judicial 
proceeding, which is material to the inquiry, is 
absolutely privileged, and cannot be made the basis 
of an action for libel or slander, even though the 
testimony is given with express malice and knowl- 
edge of its falsity. Physicians, who are witnesses in 
judicial proceedings to commit an alleged mentally 
disordered person for confinement, have been ac- 
corded this absolute immunity from civil liability 
for their material and pertinent affidavits, certifi- 
cates, and testimony. The judgment in favor of the 
examining physicians was therefore affirmed. Bailey 
v. McGill, 100 S.E.(2) 860 (N. C., 1957). 


Workmen’s Compensation Act as Bar to Action for 
Malpractice Against Physician.—This was an action 
for damages for injuries caused by the alleged mal- 
practice of the defendant physicians. From a judg- 
ment in favor of the defendants, the plaintiff ap- 
pealed to the Supreme Court of Washington. 

The plaintiff, employed in an extrahazardous 
undertaking, experienced a pain in his side and 
went to the defendant physicians for examination. 
The defendants recommended an operation for the 
repair of a bilateral hernia, which they subsequently 
performed. During the course of this operation the 
defendants, either through negligence or because 
the plaintiff was mistaken in the operating room 
for another patient of the defendants, severed the 
plaintiffs vas deferens, that is, sterilized him. This 
action of the defendants was not reported to the 
department of labor and industries, so the plaintiff 
received no time loss or disability rating by reason 
of the severance of his spermatic ducts. He ac- 
cordingly decided to sue the defendants for mal- 
practice to recover for such injury. The defendants 
contended that the plaintiff was limited in his re- 
covery to an application for an award under the 
Workmen’s Compensation Act and that he could 
not sue the defendants directly. 

The Supreme Court pointed out that the alleged 
sterilization operation had no connection with the 
industrial injury sustained by the plaintiff which 
resulted in the bilateral hernia. Furthermore the 
defendants were not co-employees with the plain- 
tiff and bore none of the burdens imposed on an 
employer by the Workmen's Compensation Act. 
Accordingly the court concluded that there was no 
reason why the plaintiff could not sue the defendant 
physicians for their malpractice. Judgment for the 
defendants was reversed. Shortridge v. Mede, 319 
P(2d) 277 (Washington, 1957). 
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MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 


Tricuspid Stenosis: Clinical Features in Twelve 
Cases. T. Killip, III and D. S. Lukas. Am. J. Med. 
24:836-852 (June) 1958 [New York]. 


The authors report observations on 12 patients 
with tricuspid stenosis. The histories of 5 patients 
are presented in detail to emphasize the variable 
manifestations of the lesion. The diagnosis of tri- 
cuspid stenosis was made clinically in 11 of the 12 
patients on the basis of a characteristic murmur 
and thrill and was confirmed by cardiac catheteri- 
zation. In 1 patient it was suspected on review of 
the catheterization data and was confirmed at post- 
mortem examination. Eleven patients had rheu- 
matic heart disease with multivalvular involvement; 
1 had isolated tricuspid stenosis of uncertain 
etiology. Four patients underwent mitral valvulo- 
plasty; 1 of these also had a tricuspid valvuloplasty. 
One patient had only a tricuspid valvuloplasty. 
Another patient died while being prepared for 
surgery, and autopsy was obtained. The diagnosis 
therefore was confirmed anatomically in 4 patients 
—by surgery in 2 patients and at autopsy in another 
2. All but 1 of the patients were women. Five had 
a history of polyarthritis or chorea in childhood. In 
9 murmurs had been detected prior to age 16. The 
ages of the patients ranged from 23 to 52 years. 

The most striking clinical feature was a charac- 
teristic diastolic murmur with a thrill in the 3rd, 
4th, and 5th intercostal spaces to the left of the 
sternum. The increase in intensity of the murmur 
during inspiration and the decrease during expira- 
tion aided in identifying the murmur and differen- 
tiating it from that of mitral stenosis. The intensity 
of the murmur varied with respiration in the same 
manner as the transvalvular diastolic pressure 
gradient. An opening snap of the tricuspid valve 
was heard in only 3 cases. Dyspnea, fatigue, and 
edema were the most common symptoms, but the 
resulting disability was quite variable. Recurrent 
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ascites was present in 3 patients. The right atrium 
was enlarged in every patient but was massive in 
only 3. The largest right atria, the severest right 
atrial hypertension, and the greatest tendency to 
develop edema were associated with coexisting 
tricuspid insufficiency, multivalvular disease, and 
atrial fibrillation. Tall P waves, often taller than 
the QRS complex in lead V,, and low QRS com- 
plexes with an rsr’ pattern in lead V, were common 
features of the electrocardiogram. The pulmonary 
vascular pressures and resistance in patients with 
mitral and tricuspid stenosis were lower than in 
patients with a similar degree of mitral stenosis 
alone. Pulmonary venous hypertension, however, 
was not entirely prevented, and most of the patients 
had pulmonary congestive symptoms of mitral 
stenosis, including orthopnea. The failure of 1 pa- 
tient to improve after mitral valvuloplasty was 
attributed to the tricuspid stenosis. 


Torulosis (Cryptococcosis): Case with Involvement 
of Lungs, Central Nervous System and Probably 
Veins. J. Pelaez and J. S. Cuadrado. Rev. clin. 
espan. 69:97-102 (April 30) 1958 (In Spanish) [Ma- 
drid]. 


Torulosis involves by preference either or both 
lungs and the central nervous system and may in- 
volve other organs. No case of torulosis with pri- 
mary localization in the veins has hitherto been 
reported. A patient was hospitalized for treatment 
of painful migratory phlebothrombosis of the legs 
of 6 months’ duration. The veins of the legs were 
painful on palpation and felt like hard cords. Anti- 
coagulant, antibiotic, and antispasmodic drugs re- 
lieved the pain. On the second day of hospitalization 
the patient complained of an acute headache. He 
became stuporous. Examination of the fundus of 
the eye showed bilateral papillary stasis. There was 
neither cough nor sputum. Roentgenologic exami- 
nation of the thorax showed a tumor in each lung. 
An electroencephalogram showed abnormalities 
suggestive of cerebral metastases. A second roent- 
genogram of the thorax, taken 5 weeks after the 
first, showed rapid growth of the pulmonary tumors. 
Late in the course of the disease the patient de- 
veloped a sputum, in which, as well as in cultures 
from the sediment of the cerebrospinal fluid, Torula 
histolytica was identified. The patient grew rapidly 
worse and died 2% months after hospitalization. 
The authors believe that in this case torulosis was 
located primarily in the superficial veins of the legs 
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and was transferred to the lungs through the blood 
and to the central nervous system through the 
concurrence of some unknown factor. 


The Changes in Concentration of Cholesterol in 
the Serum of Hypertensive Patients During Anti- 
hypertensive Therapy. Q. B. Deming, M. E. Hodes, 
A. Baltazar and others. Am. J. Med. 24:882-892 
(June) 1958 [New York]. 


The concentrations of total cholesterol in the 
serums of hypertensive patients have been reported 
to decrease during the administration of the Kemp- 
ner rice diet, hydralazine, or pentolinium. The 
present communication presents data concerning 
the changes in serum cholesterol concentration and 
in blood pressure occurring in 21 hospitalized hy- 
pertensive patients during treatment with reserpine, 
hydralazine, reserpine plus hydralazine, chlorisoda- 
mine, or mecamylamine. There were 38 treatment 
periods. The data obtained confirm earlier reports 
that serum cholesterol concentrations decrease 
during therapy with hydralazine or with ganglionic 
blockade. They do not demonstrate a similar de- 
crease during administration of reserpine. A paral- 
lelism was apparent, in some patients, between 
changes in blood pressure and changes in choles- 
terol concentration. The possibility that there may 
be a direct relationship between the 2 functions is 
suggested. 


Observations on the Behavior of Various Diagnostic 
Aids in Myocardial Infarction. B. R. Durant, G. N. 
Bowers Jr. and P. H. Twaddle. Am. J. M. Sc. 235: 
644-655 (June) 1958 [Philadelphia]. 


Twenty-five patients admitted to the Hartford 
(Conn.) Hospital with the clinical diagnosis of 
myocardial infarction were studied with serial 
determinations of serum glutamic oxaloacetic 
transaminase, serum glutamic pyruvate transami- 
nase, lactic acid dehydrogenase, and C-reactive 
protein, as well as erythrocyte sedimentation rate, 
leukocyte count, and electrocardiograms. Twenty- 
two of the 25 patients were considered to have had 
a myocardial infarction. Six of the patients died, 
and in all the diagnosis was confirmed at autopsy. 

It was found that the lactic acid dehydrogenase 
values run parallel to the serum glutamic oxaloa- 
cetic transaminase values and offer little additional 
aid in establishing the diagnosis of myocardial 
infarction. Lactic acid dehydrogenase remained 
elevated longer than the serum glutamic oxaloa- 
cetic transaminase in less than 50% of the cases. 
Abnormal serum glutamic pyruvate transaminase 
activity was noted in 50% of the cases. No consistent 
relationship of the serum glutamic pyruvate trans- 
aminase to the serum glutamic oxaloacetic transam- 
inase was noted. When clinical shock complicated 
a myocardial infarction, regardless of its size, ele- 
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vations of the serum glutamic pyruvate transami- 
nase level invariably occurred. The causes for 
serum glutamic pyruvate transaminase elevations 
were undoubtedly multiple, but centrolobular 
necrosis of the liver was probably the most com- 
mon. The C-reactive protein value proved to be an 
excellent, although nonspecific, indicator of myo- 
cardial necrosis. Where enzymatic studies are not 
available, it would appear to be superior to the 
erythrocyte sedimentation rate in following the 
course of an infarction. A battery of enzymatic 
and serologic studies in patients suspected of hav- 
ing sustained a myocardial infarction can be ex- 
tremely helpful. The tissue origin of serum glutamic 
oxaloacetic transaminase elevations can be more 
clearly delineated by concurrent serum glutamic 
pyruvate transaminase determinations. 


The Role of Salt in the Fall of Blood Pressure 
Accompanying Reduction in Obesity. L. K. Dahl, 
L. Silver and R. W. Christie. New England J. Med. 
258:1186-1192 (June 12) 1958 [Boston]. 


There is considerable evidence that the incidence 
of hypertension is significantly greaver among obese 
adults than among nonobese persons. Numerous 
studies have been published indicating that when 
weight reduction is brought about in such patients 
a fall in the elevated blood pressure frequently 
follows. Some observers have expressed doubt that 
a decline in weight is responsible for a decline in 
the high blood pressure of obese subjects. One of 
the authors has been interested in the relation of 
sodium to the hypertensive process in human be- 
ings, not only in the mechanism by which sodium 
restriction produces its blood-pressure-lowering 
effect but also, more particularly, in the accumu- 
lated evidence that excess sodium ingestion is the 
primary etiological factor in the development of 
essential hypertension. It was postulated that not 
weight loss but curtailment in salt intake was the 
effective means of lowering blood pressure in an 
obesity-reduction program. The 12 ambulatory 
adult patients in this study were hospitalized on a 
metabolic ward of the Brookhaven National Labo- 
ratory Research Hospital, Upton, N. Y., throughout 
the investigations reported here. Eleven patients 
had “essential” hypertension, which had been pres- 
ent for 2 to 14 years. No patient had evidence of 
serious renal disease, and none had had heart failure 
or edema. All had negative phentolamine tests for 
pheochromocytoma. The patients were about 20 to 
100% in excess of their ideal weight. The 12th 
subject was a grossly obese woman of 52 who 
weighed 179 kg. (394 lb.) during the control period, 
a weight more than 3 times her ideal. The diagnosis 
of essential hypertension in this patient is open to 
doubt in view of the problem of measuring the 
blood pressure in such a patient. 
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The authors aimed to make but a single change 
at a time in the regimen—that is, in calories or salt 
—so that the effects of changes could be separated 
clearly. Fall of blood pressure appeared to be 
closely correlated with curtailment of sodium 
chloride. There was some evidence that the obese 
hypertensive subject was more sensitive to salt 
restriction than the nonobese. It was suggested that 
the obese person, in eating more food, also ate 
more salt and hence had more hypertension; in 
obesity reduction, salt as well as calories ordinarily 
were reduced, and it was the salt restriction, not the 
caloric restriction, that was the effective agent in 
lowering blood pressure. 


Role of Dietary Sodium in Essential Hypertension. 
L. K. Dahl. J. Am. Dietet. A. 34:585-590 (June) 1958 
[Chicago]. 


The National Research Council gives the average 
salt intake for the normal adult as 7 to 15 Gm. per 
day (2.8 to 6.0 Gm. of sodium). The author shows 
that, while metabolic balance can be maintained 
on a few hundred milligrams of sodium daily, the 
average intake in our society commonly appears 
to exceed this by a factor of about 20. Individuals 
and societies have been found to thrive on salt 
intakes far below current levels; thus, it is unlikely 
that high-salt ingestion is based on need. It seems 
probable that the salt appetite of human beings is 
an induced one, based largely on social custom 
and habit, much as is the use of tobacco and alco- 
holic drinks. Evidence that sodium plays a primary 
role in the causation of essential hypertension in 
human beings is considerable and is based on (1) 
production of hypertension in animals by excess 
salt feeding, (2) relief of human hypertension, in 
some cases, by salt restriction, (3) low incidence of 
hypertension among racial groups and individuals 
on low-salt diets, and (4) high incidence of hyper- 
tension among groups and individuals on high-salt 
diets. In another paper the author had recom- 
mended that, for the individual without a family 
history of hypertension, a maximum intake of 5 Gm. 
of sodium chloride (2 Gm. of sodium) per day be 
eaten; for those with a family history of the disease, 
not more than 500 to 1,000 mg. of sodium chloride 
(200 to 400 mg. of sodium) per day should be 
allowed. 


The Arterial Hypertension of Atherosclerosis. C. 
Lian. Presse méd. 66:933-935 (May 24) 1958 (In 
French) [Paris]. 


Clinical experience seems to show that the 
arterial hypertension of atherosclerosis is quite 
distinct from hypertensive disease properly so 
called. The increase in pressure in hypertensive 
disease affects both the systolic and the diastolic 
pressures, whereas in the hypertension of athero- 
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sclerosis only the systolic pressure is elevated and 
the diastolic remains normal. The functional dis- 
turbances found in these two distinct types of 
hypertension are similar, but their underlying 
physiopathological mechanism is quite different. 
Hypertensive disease properly so called (essential 
or renal hypertension or endocrine hypertension) 
is due to generalized arterial hypertonia. The hy- 
pertension of atherosclerosis, which affects only the 
systolic pressure, is due to the aortic sclerosis which 
interferes with the stretching of the aortic wall 
during ventricular systole, so that the lumen of the 
aorta is reduced and the dissipation of the intra- 
aortic systolic pressure is prevented. 

The two conditions can easily be differentiated 
by determination of the systolic and the diastolic 
pressures and by taking into account the slight 
hypertension affecting only the systolic pressure 
that may appear in young subjects with hypersym- 
patheticotonia and tachycardia. The prognosis in 
cases in which the systolic pressure is equally in- 
creased depends on whether there is an elevation 
in the diastolic pressure and, if so, to what degree. 
The hypertension of atherosclerosis is, therefore, 
less grave than that of hypertensive disease prop- 
erly so called. Extracts of Rauwolfia serpentina 
have a beneficial effect on patients with hyperten- 
sive disease, but produce little or no change in the 
hypertension of atherosclerosis, which is usually 
irreversible. Arterial sclerosis, however, though it 
cannot be reversed, can be held in check by various 
antiatherosclerotic measures, and its ischemic con- 
sequences can be alleviated by raubasine (Hydro- 
sarpan), one of the active principles of rauwolfia, 
and by certain vasodilating medicaments. 


The Prognosis of Infective Hepatitis: A Preliminary 
Account of a Long-Term Follow-Up. E. R. Culli- 
nan, R. C. King and J. S. Rivers. Brit. M. J. 1:1315- 
1317 (June 7) 1958 [London]. 


While it is generally agreed that the great ma- 
jority of patients who suffer from acute infective 
hepatitis make a complete recovery with no lasting 
damage to the liver, the condition may relapse or 
recur. In a small proportion of patients serious 
destruction of liver parenchyma occurs, resulting 
in acute or subacute hepatic necrosis. Although the 
importance of uncomplicated infective hepatitis in 
the etiology of portal cirrhosis is not known, it must 
be considered as a possible long-term sequel to the 
acute attack. The medical records .of a random 
sample of 1 in every 5 soldiers who had had infec- 
tive hepatitis in the epidemic (July 1, 1942, to June 
30, 1943) during World War II were screened. The 
sample numbered 1,465. From the total were de- 
leted 78 men killed in action, 4 who died at the 
time of the acute attack, 6 who died of other causes, 
60 who had had previous arsenical injections for 
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the treatment of syphilis, and 24 who were un- 
traceable. Of the 1,293 men contacted, 1,052 (81.4%) 
replied; 1,030 replies were satisfactory. 

Some patients have had a recrudescence of symp- 
toms while still in the hospital, one observer putting 
the figure at 15%. The figure in the present sample 
cannot be given, although 85 (8.3%) of the patients 
had a recurrence of infective hepatitis after leaving 
the hospital, at times varying from weeks to years. 
Approximately 26% of the sample felt 100% fit 
immediately upon leaving the hospital, 68% at the 
end of 1 month, 87% at the end of 3 months, and 
95% at the end of 1 year. Seven years after the 
attack 33 (3.2%) of the patients stated that they had 
never felt 100% fit since the acute illness. A study 
of the hospital records revealed no instances of 
subacute necrosis progressing to portal cirrhosis. It 
seemed possible in 1949 that the 9 men who had 
complained of periodic slight jaundice ever since 
their acute attack might be suffering from long- 
standing mild subacute cirrhosis of the liver. This 
same group in 1957, with the exception of 1 man, 
stated that they now felt 100% fit, making it ex- 
tremely unlikely that they had progressed to portal 
cirrhosis. 


Carcinoma of the Pancreas: A Clinical Study Based 
on 84 Cases. D. Birnbaum and J. Kleeberg. Ann. 
Int. Med. 48:1171-1184 (June) 1958 [Lancaster, Pa.]. 


The authors analyze ethnic, clinical, laboratory, 
and pathological features in 84 patients with pri- 
mary carcinoma of the pancreas whose cases were 
collected from 3 hospitals in Israel. The disease 
occurred mainly in Jews from European countries 
and rarely in those from Oriental or African coun- 
tries. Anorexia, loss of weight, weakness, and pain 
were the most frequent symptoms. Psychological 
changes were present in 10 patients. Jaundice ap- 
peared chiefly in patients with malignancies in the 
head of the pancreas. Painless jaundice was rare. 
Only about half of the patients with jaundice had a 
distended gallbladder. In 15 of 62 patients roent- 
genologic examination of the gastrointestinal tract 
suggested a disorder of the pancreas by revealing 
displacement or deformities of neighboring organs. 

Laboratory tests frequently showed an increase 
in the erythrocyte sedimentation rate. Hypergly- 
cemia was found in nearly half of the patients; its 
incidence did not seem to be influenced by the loca- 
tion of the malignancy within the organ. The 
cholesterol level of the serum was found to be 
increased in about 75% of the patients examined. 
The alkaline phosphatase level of the serum was 
increased in the majority of patients with jaundice 
but in only 2 of those without jaundice. No correla- 
tion could be established between the cholesterol 
and alkaline phosphatase levels and the bilirubi- 
nemia. Examination of the feces demonstrated ex- 
ternal pancreatic insufficiency in 38% of the patients 
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examined. The importance of this simple test is 
emphasized. Serum amylase determinations proved 
to be of limited value. Thromboembolic signs com- 
plicated the course of the disease in 10 of 14 pa- 
tients with carcinoma of the body or the tail of the 
pancreas and in 4 of 15 patients with carcinoma 
of the head of the pancreas. The role of trypsin in 
the thromboembolic process is discussed. 


Massive Doses of Cortisone in Hepatic Coma. T. 
Pessar and J. W. Hessing. Ann. Int. Med. 48:1254- 
1268 (June) 1958 [Lancaster, Pa.]. 


Corticotropin or cortisone have been used in the 
treatment of hepatic diseases, but the results have 
been controversial. The authors report 6 patients, 
who were admitted to Queens General Hospital, 
Jamaica,’ VN. Y., in hepatic coma, resulting from 
advanced portal cirrhosis, and who were treated 
with cortisone. Some of these patients relapsed into 
coma and were treated again. In all, 10 episodes of 
hepatic coma were treated. The regimen employed 
was as follows: the administration of 250 mg. of 
cortisone every 6 hours for from 1% to 2 days; then 
250 mg. every 12 hours for from 1 to 2 days; then 
250 mg. daily for from 1 to 2 days. The drug was 
then withdrawn. In addition to cortisone, each 
patient received such supportive therapy as 5% 
dextrose solution by intravenous injection, electro- 
lytes as needed, vitamins, blood (if bleeding), and 
antibiotics. All patients were given 3 to 6 Gm. of 
potassium chloride daily, either by mouth or intra- 
venously; the exact amount depended on the serum 
potassium levels. With the exception of 1 patient 
who was inadequately treated, all came out of coma 
dramatically and quickly. In 2 instances relapses 
into coma responded promptly to the same therapy. 
All 6 patients showed evidence of advanced hepatic 
damage, and all eventually died of various compli- 
cations of cirrhosis, including coma. It is felt that 
a continued trial of high doses of cortisone in 
hepatic coma is warranted. 


Suppurative Lymphadenitis Due to B.C.G. (Study 
Based on 30,000 Vaccinated Subjects). R. Mande, 
C. Fillastre and A. Herrault. Rev. tuberc. 22:165- 
173 (Feb.-March) 1958 (In French) [Paris]. 


This study, which is based on findings obtained 
in 29,898 controlled subjects, mostly children, deals 
with the occurrence and frequency of suppurative 
lymphadenitis due to BCG. Suppurative lympha- 
denitis was observed in 96 patients (0.32%), but in 
children less than 2 years old the percentage was 
distinctly higher (1.24%). Lymphadenitis generally 
occurs only once; it has never been observed as a 
late recurrence at the site of a previous lymph-node 
suppuration. All the BCG strains studied up to the 
present time have caused suppurative lymphade- 
nitis. The authors show that the dose of vaccine 
administered is more important than the manner of 
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vaccination—a finding which has great practical 
significance. Undoubtedly many of the cases of 
lymphadenitis observed in vaccinated children, 
away from the specialized centers, were due to an 
excessive dose of vaccine and could, therefore, have 
been at least partially avoided. 


A Review of Werneér’s Syndrome, with a Report of 
the Second Autopsied Case. J. K. Perloff and E. T. 
Phelps. Ann. Int. Med. 48:1205-1220 (June) 1958 
{Lancaster, Pa.]. 


Werner, in 1904, described the syndrome of 
“cataract in connection with scleroderma.” Thirty- 
six years earlier Rothmund had described cataracts 
in association with a peculiar degeneration of the 
skin among the consanguineous populations of 3 
Bavarian villages. While some writers made no dis- 
tinction between these 2 syndromes, others, par- 
ticularly Thannhauser, distinguished the skin 
changes in Werner's syndrome from those of sclero- 
derma, reemphasized the differences between 
Werner's and Rothmund’s syndromes, and discussed 
4 other distinct but apparently related disorders: 
cataracta dermatogenes, hereditary ectodermal 
dysplasia, dystrophia myotonica, and progeria of 
children with nanism (Hutchinson-Gilford syn- 
drome). In this paper the authors report a classic 
case of Werner’s syndrome which came to autopsy 
after several years of clinical observation. Except 
for a study published 15 years ago, there has been 
no autopsy study on a patient with this syndrome. 

The patient, a man, was seen in August, 1953, at 
the age of 47 years. He was said to have been un- 
derweight and undersized since adolescence. Tight, 
dry skin, especially of the lower extremities, was 
noted at the age of 11 or 12 years, and callosities 
of the soles appeared in sequence. At the age of 30 
the first of recurrent, indolent ulcers became mani- 
fest on the malleoli and achilles tendons. Three 
years later rapidly progressive bilateral cataracts 
appeared, and the following year, at the age of 34, 
loss of potentia coeundi occurred, with initial re- 
tention of libido. At the same time baldness began, 
with canities and a decrease in axillary, pubic, and 
facial hair. Thereafter the pitch of the voice became 
higher, and its strength diminished. About the latter 
part of his 4th decade the patient began to drink 
progressively larger amounts of alcohol to relieve 
the pain of the ulcers. He was admitted to the Dis- 
trict of Columbia General Hospital, Washington, 
D. C., where the diagnosis of Werner's syndrome 
was established. Two years later he began a series 
of readmissions to that hospital for bilateral cata- 
ract extractions, bilateral lumbar sympathectomies, 
skin grafts at the site of indolent ulcerations, and 
finally, in 1953, a Smith-Bennett midleg amputa- 
tion. There was, in addition, an admission in 1951 
for right upper lobe pneumonia and melena, after 
which the patient stopped drinking. Because of the 
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progressive disability, further care was arranged at 
the Washington Home for Incurables, from which 
subsequent admissions were made to Georgetown 
University Hospital. 

Neither the autopsy study in this case nor that in 
the previous one explained the etiology of Werner's 
syndrome. The evidence obtained seems to exclude 
the endocrine glands as etiologically fundamental. 
Werner’s syndrome apparently is a hereditary “abio- 
trophic” disorder which appears either as the iso- 
lated forme fruste or as a profound somatic dis- 
turbance of the complete disease state. The authors 
call attention to the relative frequency of neoplasia, 
particularly sarcoma, in Werner’s syndrome. 


Observations and Considerations of a Case of Idio- 
pathic Hyperlipemia. P. Nazzaro and B. Rossi. 
Policlinico (sez. prat.) 65:723-731 (May 12) 1958 
(In Italian) [Rome]. 


The authors report a woman, 50 years of age, 
with idiopathic hyperlipemia, characterized by high 
serum lipid level, milk-white serum, and optical 
density of the plasma. The patient complained of 
xanthomatous type of skin lesions for 4 years and 
of sporadic attacks of abdominal pain for 2 years 
before this study began. Somnolence and mental 
confusion appeared after meals. 

The patient was placed on a restricted diet and 
treatment with phenylethylacetamide. The drug 
was given in daily doses of 3.2 Gm. for 7 weeks and 
of 2.4 Gm. for the following 8 weeks. The serum 
cholesterol level decreased from the initial value 
of 1,020 mg. per 100 cc. to the normal value after 
5 weeks of medication; the value increased again 
after the daily dosage of phenylethylacetamide was 
reduced to 2.4 Gm. The optical density of the 
plasma similarly decreased to almost within the 
physiological limits between the 3rd and the 5th 
week of treatment; the value increased again after 
that. The drug therapy also caused decrease in body 
weight, improvement in the skin lesions, and cor- 
rection of psychic disturbances. Administration of 
heparin contributed to the amelioration of the 
psychic state, which deteriorated again, although 
not as severely as before, 6 months after the discon- 
tinuance of therapy with phenylethylacetamide. 


Early Results of Isoniazid Therapy in Relation to 
the Active Isoniazid Level in the Serum (A Study 
of 100 Cases). J. N. Vivien, R. Thibier, J. Grosset 
and A. Lepeuple. Rev. tuberc. 22:208-222 (Feb.- 
March) 1958 (In French) [Paris]. 


Isoniazid is transformed in the human organism 
into several derivatives which are almost all inac- 
tive against Mycobacterium tuberculosis. Measure- 
ment of its active fraction, which cannot be arrived 
at by the current methods of chemical assay, can 
be accurately made by methods of biological as- 
say. The characteristics of the active isoniazid 
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level were studied in the blood of 100 patients by 
a biological assay method developed by one of the 
authors. The level of the active isoniazid, which 
varies greatly in individuals receiving the same 
antituberculous treatment, depends on a certain 
number of factors, one of the most important of 
which is the addition of aminosalicylic acid (PAS), 
by which it is significantly increased. Bacteriologi- 
cal and roentgenologic studies of 100 patients 
showed that good early results were especially 
frequent in those in whom the active level ex- 
ceeded 0.5 meg. per cubic centimeter. A systematic 
effort to obtain a hich level of active isoniazid in 
treatment exposes the patient to risks, the most 
serious of which are neurotoxic in nature. It seems 
desirable, therefore, to ascertain the “metabolic 
type” of each patient by a biological assay of the 
active level at the start. whenever isoniazid treat- 
ment is to be given. 


SURGERY 


Anomalous Origin of the T eft Coronary Artery: 
The Physiologic Defect and Suggested Surgical 
Treatment. R. B. Case, A. G. Morrow, W. Stainsby 
and J. O. Nestor. Circulation 17:1062-1068 (June) 
1958 [New York]. 


The authors report on 2 female infants in whom 
the diagnosis of an anomalous left coronary artery 
was made at the age of 8 and 19 months respec- 
tively. Selective angiocardiograms with right ven- 
tricular injection were performed on both patients 
and revealed that the outflow tract and pulmonary 
artery were normal and no filling of an anomalous 
coronary artery was evident. The left ventricle was 
dilated and thin-walled. The creation of supraval- 
vular pulmonic stenosis as a means of increasing 
the coronary flow and producing a normal per- 
fusion pressure in the aberrant coronary artery was 
attempted in the first patient. Irreversible ventric- 
ular fibrillation occurred at the time of thoraco- 
tomy, and the operation could not be completed. 
Autopsy showed the left coronary artery to arise 
from the left cusp of the pulmonary artery and to 
bifurcate into the Jeft anterior descending coronary 
artery and an abortive left circumflex artery. The 
right coronary artery was dilated and arose from 
the usual position. The left circumflex coronary 
artery anastomosed with the right coronary artery 
through a large loop-like vessel on the posterior 
surface of the left ventricle. There were many ad- 
ditional small vessels around the origin of the left 
circumflex artery, but their course could not be 
grossly determined. Postmortem perfusion studies 
of the heart were performed with a catheter tied 
into the pulmonary artery and another into the 
aorta. Motion pictures were taken as Evans blue 
dye was injected into the aortic catheter. The dye 
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appeared in the pulmonary catheter almost im- 
mediately, even while dye entering the myocardium 
was minimal and before it had spread beyond the 
base of the heart. The rapidity and profuseness of 
flow from the pulmonary artery catheter suggested 
that the path of least resistance to flow from the 
right coronary artery was into the pulmonary ar- 
tery rather than into the myotardium. Coronary 
arteriography was performed during life on the 
second patient, and 8 cc. of 70% sodium acetrizoate 
(Urokon) was injected with the aid of a catheter, 
which was inserted by way of the femoral artery 
into the ascending aorta, with its tip positioned 
just above the aortic valve. The right coronary 
artery was much larger than normal and was the 
only vessel seen to arise from the aortic root. 
Numerous anastomotic channels were seen over the 
apex, and the left coronary artery, which was much 
smaller than the right, filled from them. 

Anomalous origin of the left coronary artery from 
the pulmonary artery is a rare and almost invariably 
fatal cardiovascular defect. The presumption has 
been that flow in the anomalous artery is from the 
pulmonary artery into the myocardium, and treat- 
ment has been directed at increasing either the 
oxygen content of pulmonary arterial blood or its 
perfusion pressure. The observations in the 2 pa- 
tients, however, appear to provide abundant evi- 
dence that flow in the anomalous vessel is into the 
pulmonary artery rather than away from it. The 
source of this retrograde flow has been shown to 
be from the normal right coronary artery through 
extensive anastomotic pathways. Thus, although 
oxygenated blood reaches the anomalous artery, 
the blood does not supply the myocardium but 
flows retrograde into the low-resistance area of the 
pulmonary circulation. Ligation of the left coronary 
artery at its origin would convert the lesion into 
that of a single coronary artery supplying both 
ventricles, a situation usually compatible with nor- 
mal life. This suggested surgical treatment was 
given a trial by other workers in 3 infants. One of 
the 3 patients died within 10 hours after the opera- 
tion. In the other 2 patients the myocardial color 
and tone improved, and both did well in the im- 
mediate postoperative period, but 1 died 2 months 
later in cardiac failure. 


Thrombopathies Associated with Congenital Car- 
diopathies (Study of Hemostasis in 50 Cases). D. 
Alagille, R. Heim de Balsac, J. Guéry and others. 
Rev. frang. étud. clin. et biol. 3:322-331 (April) 
1958 (In French) [Paris]. 


Cardiac surgery has been accompanied from the 
beginning by frequent severe hemorrhages occur- 
ring during and after operation. Cardiac or vascular 
rupture or leakage has been found only excep- 
tionally at reoperation or autopsy in such cases. 
Some of the hemorrhages seemed to have been the 
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result of postoperative anticoagulant treatment 
with heparin, but most of them could not be ex- 
plained in this way. Investigation, therefore, turned 
to the study of hemostasis in patients with con- 
genital cardiopathies. Prolongation of the Quick 
time and quantitative disturbances of the platelets 
were among the early findings. New tests for hemo- 
stasis and an increasing knowledge of physiology 
have made it possible for present-day investigators 
to recognize the frequency of qualitative anomalies 
in the platelets as well as the general insufficiency 
of platelets due to thrombopenia. 

These new tests were used by the authors in 
studying hemostasis in 50 consecutive patients, 
mostly children from 2 to 10 years of age, for 
whom surgical treatment to correct congenital 
cardiac defects was being considered. Cyanogenic 
conditions were present in 20 of the patients as 
follows: trilogy of Fallot, 2; tetralogy of Fallot, 15; 
transposition of the great vessels, 1; and interatrial 
communication, 2. The remaining 30 patients had 
noncyanogenic conditions, consisting of interven- 
tricular communication, 14; interatrial communica- 
tion, 4; ductus arteriosus, 6; pulmonary stenosis, 2; 
aortic stenosis, 1; and atrioventricular communica- 
tion, 3. Tests of hemostasis in these patients re- 
vealed a high incidence of abnormal results: only 
12 responded normally to all the tests. Abnormal 
responses to 1 test were obtained in 12 other pa- 
tients; to 2 tests, in 14; and to 3 or more tests, in 12. 

The practical importance of hemostatic disorders 
in patients with congenital heart defects cannot be 
overlooked. The hemorrhagic tendency usually re- 
mains latent unless operative treatment is required, 
because the anomalies are too slight to give rise to 
spontaneous hemorrhages. They may be limited to 
an isolated deficit in proaccelerin, but more often 
they consist of qualitative changes in the platelets 
without thrombopenia: the bleeding time, the 
platelet activity of the serum, and the test for plate- 
let thromboplastin formation are usually affected, 
either alone or in combinations. These changes in 
the quality of the platelets are undoubtedly respon- 
sible for most of the hemorrhages so often seen 
during and after operations on the heart. Patients 
in whom the risk of hemorrhage is high can now 
be identified before operation by the systematic 
use of tests for hemostasis, especially those for 
bleeding time, capillary resistance, prothrombin 
consumption, and the prothrombin complex. The 
Biggs platelet test and the test for the serum plate- 
let activity require special laboratory facilities and 
cannot well be included in the routine preoperative 
examination of patients with congenital cardio- 
pathies, although they may be used to confirm the 
existence of thrombopathic involvement. 

Discovery of a prolonged bleeding time, dis- 
turbed prothrombin consumption, or capillary fra- 
gility, alone or in combination, is an indication for 
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treatment with delta-l-cortisone, which has an ex- 
cellent hemostatic effect in patients with a pro- 
longed bleeding time and which usually corrects 
any coexisting capillary fragility. The dosage is 
necessarily empirical and must be individualized. 
The operation may be performed if the defect has 
been corrected by a few days of treatment with 
delta-1-cortisone, but the corticotherapy should be 
continued until cicatrization is complete. Prolonga- 
tion of the bleeding time that persists in spite of 
corticotherapy poses the difficult problem of pro- 
ceeding with the operation under hazardous con- 
ditions or of refusing to operate and so allowing 
a severe cardiopathy to progress. Fortunately, cases 
of this kind are in the minority. 


The Milwaukee Brace in the Operative Treatment 
of Scoliosis. W. P. Blount, A. C. Schmidt, E. D. 
Keever and E. T. Leonard. J. Bone & Joint Surg. 
40A:511-525 (June) 1958 [Boston]. 


The authors report on 87 patients, between the 
ages of 4 and over 18 years, who underwent op- 
erative fusion of a scoliotic spine. Thirty-three pa- 
tients had paralytic scoliosis, 37 had idiopathic 
scoliosis, and 17 had scoliosis of miscellaneous 
origin. As an adjunct to the surgical intervention 
the Milwaukee brace, which was developed as a 
refinement of the distraction or transection plaster 
jacket, was applied and worn before operation only 
long enough for the patient to become accustomed 
to it, usually 1 to 3 weeks. The brace was removed 
on the evening before the surgical intervention, 
and after completion of the fusion the brace was 
reapplied. The pelvic portion of the Milwaukee 
brace is molded sharply over the iliac crests to 
accentuate the waistline, so that the pelvic girdle 
rides on top of the crests and does not press against 
the sides of the pelvis. This eliminates pressure 
sores. By filling out the plaster positive on the con- 
cave side, the pelvic girdle is fashioned to fit the 
torso after correction of the curve. The follow-up 
after the operation varied from 1 to 12 years, with 
an average follow-up of 4.2 years. There were no 
deaths and no neurological complications. In each 
patient, the follow-up roentgenograms showed that 
the primary curve was improved and that the ap- 
pearance of the patient was considerably better 
after the treatment, with 3 exceptions. In these 3 
patients, who were considered as failures, there 
were pseudarthroses which were not repaired; the 
major curve became greater than it was before the 
operation. In 1 patient the cephalad portion of the 
curve remained fused, and the posture in clothing 
was improved; in the other 2 the appearance was 
slightly worse. 

The total average net correction obtained in the 

7 patients was 16.6 degrees or 27.6%, with an av- 
erage maximum correction of 29.3 degrees or 48.8%, 
and an average postoperative loss of correction of 
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12.6 degrees or 43%. There were 3 significant rea- 
sons for this regression. Inadequate immobilization 
from inefficient use of the brace (because the par- 
ents loosened the apparatus) was responsible for 
an early loss in specific instances. Some operations 
were inadequate because the exposure was not 
wide enough, the soft parts were not. thoroughly 
removed, or the facets were not fused. Homogenous 
bone proved to be less salutary than autogenous 
bone in providing a solid fusion. Pseudarthroses 
occurred in 34 (39%) of the 87 patients; of these, 17 
were repaired. The incidence of pseudarthrosis did 
not show significant variation with regard to sex. 
There were more failures of fusion in patients with 
idiopathic curves than in those with paralytic 
curves. A few of the best results were early ones 
when ambulation was permitted at 2 months. Later, 
patients who were kept in bed for 6 months with- 
out facet fusion had a higher percentage of pseu- 
darthrosis than those in whom fusion was recently 
done, with destruction of the posterior articula- 
tions, but who had bed rest for only 4 or 5 months. 

In the treatment of scoliosis, it is important to 
think of the posture, health, and function of the 
patient and not merely of straightening the shad- 
ows seen in the roentgenograms. One is constantly 
faced with the problem of when to operate. It is 
unwise to fuse unnecessarily when the patient is 
very young. It is also unwise to neglect the patient 
so long that disastrous, irreversible changes de- 
velop. There is no justification for withholding op- 
eration from a growing child because of fear of 
complications and changes that might occur with 
further growth. The Milwaukee brace relieves the 
surgeon of the chore of making a huge operative 
cast. It is more comfortable for the patient than 
the cast and lessens some of the objections to the 
operation. With the method of correction and fixa- 
tion simplified, it would seem logical to operate 
earlier on the progressive curves and thus diminish 
the duration of treatment and the ultimate de- 
formity for a greater number of children. 


Compression in Arthrodesis: A Comparative Study 
of Methods of Fusion of the Knee in 93 Cases. 
M. J. Stewart and W. G. Bland. J. Bone & Joint 
Surg. 40A:585-606 (June) 1958 [Boston]. 


Of 93 fusion operations of the knee joints which 
were performed at the Campbell Clinic in Mem- 
phis, Tenn., 63 were conventional arthrodeses, and 
30 were performed with the aid of the compression 
method. Key’s method of compression was used for 
the first 5 compression arthrodeses, and the Charn- 
ley clamp was adopted for the other 25 compres- 
sion operations. The average time required for 
clinical and roentgenographic union in the patients 
subjected to compression arthrodesis was less than 
half as long as that in patients with conventional 
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arthrodesis. Ambulation, too, was possible much 
earlier in patients with compression arthrodesis. In 
patients in whom fusion of the knee joint was 
necessitated by a condition involving difficulties, 
such as tuberculosis, union occurred in all 5 op- 
erated on by the compression technique, but it 
occurred in only 17 (75%) of the 22 patients sub- 
jected to conventional arthrodesis and required 
nearly twice as long. Only 4 patients with neuro- 
genic arthropathy (Charcot’s disease) were op- 
erated on, and union was slow in the 2 in whom 
the compression technique was used, while union 
did not occur in the other 2 who were subjected 
to conventional arthrodesis. In 12 patients with 
severe fractures involving the knee joint who were 
operated on by the compression technique, a longer 
time for union was required than the over-all av- 
erage. This delay was probably caused by the 
amount of sclerosis which developed as a result of 
the trauma and impairment of the blood supply. 
Chapchal’s method of intramedullary fixation across 
the knee joint has not been tried at the Campbell 
Clinic; however, the principles of this method are 
in accord with the contemporary concepts of the 
requirements for arthrodesis and fracture healing. 
In the 1 patient treated by the Henderson tech- 
nique (parallel Knowles pins), the joint united 
promptly. When the compression apparatus is cor- 
rectly used in arthrodesis of the knee, the patient 
is spared much morbidity, discomfort, and disabil- 
ity. It is evident that compression arthrodesis of 
the knee joint possesses many advantages over the 
conventional method of arthrodesis, both to the 
patient and to the surgeon. 


A Follow-up Study of the Treatment of Scoliosis. 
J. C. Risser and D. M. Norquist. J. Bone & Joint 
Surg. 40A:555-569 (June) 1958 [Boston]. 


The authors report follow-up studies on 242 pa- 
tients with scoliosis who were operated on. Seventy- 
five of these had paralytic scoliosis resulting from 
poliomyelitis, and 167 had idiopathic scoliosis with 
much evidence pointing to metabolic deficiencies, 
and, therefore, the term “metabolic scoliosis” was 
coined for these. The group of patients with para- 
lytic scoliosis was almost equally divided between 
male and female patients, but only 20% of the pa- 
tients with metabolic’ scoliosis were males. The 
average postoperative period was 6 years, the long- 
est being 20 years. The method of spine fusion 
used was the Hibbs subperiosteal dissection. For- 
cible correction of the scoliotic deformity is possible 
by the combination of parallel traction and lateral 
bending in the turnbuckle jacket with anteropos- 
terior hinges or by the same forces with the addi- 
tion of localized posterolateral pressure on the 
apex of the rib angulation in the localizer cast. A 
turnbuckle jacket was applied postoperatively to 
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177 patients and a localizer cast to 62. Since in- 
crease of the scoliotic deformity occurs with growth 
of the spine, prevention must begin with the mild 
curves before vertebral growth is completed. One 
hundred seventy-one patients had not completed 
their spinal growth when treatment was started; 
in this group only 2 patients were observed whose 
deformities at follow-up were worse than at the 
start of the treatment. Prevention of increasing de- 
formity was not a problem in the remaining 71 
patients in whom vertebral growth was complete 
at the start of the treatment. 

Correction of the existing deformity and mainte- 
nance of this correction were problems in both 
groups. The amount of correction obtainable in 
patients with scoliosis depends on the flexibility of 
the spinal joints. Of 177 patients treated in the turn- 
buckle jacket, 127 (72%) obtained good to excellent 
results, with total correction (average recumbent 
correction and, in addition, forcible correction) of 
from 10 to more than 20 degrees maintained. Forty- 
eight (77%) of the 62 patients treated in the localizer 
cast obtained good to excellent results. Poor selec- 
tion of the fusion area, with the result that the 
fusion was either too long or too short, was the 
first cause to explain the postoperative loss of the 
initial correction. Moderate or severe loss of this 
type (33%) was observed in patients treated in the 
turnbuckle jacket but not in those treated in the 
localizer cast. The second cause for a loss of correc- 
tion was an inefficient cast which did not hold the 
correction after spine fusion. This “holding loss” 
was greater in the patients treated in the turn- 
buckle jacket than in those treated in the localizer 
cast. The third cause of loss of correction was 
pseudarthrosis; the greatest losses of correction 
occurred in its presence. The incidence of pseu- 
darthrosis was greater in patients with the more 
severe deformities and also greater in those with 
paralytic scoliosis (23 [31%] of 75 patients) than 
in those with metabolic scoliosis (31 [19%] of 
167 patients). Pseudarthroses were explored and 
were repaired in 23% of the patients treated in the 
turnbuckle jacket and in 17% of those treated in 
the localizer cast. Early recognition and repair of 
pseudarthrosis or extension of a fusion area which 
is too short prevent further loss of correction and 
increasing deformity in those patients in whom 
vertebral growth is not yet complete. 


Experimental Ligation of the Internal Mammary 
Artery and Its Effect on Coronary Occlusion. D. C. 
Sabiston Jr. and A. Blalock. Surgery 43:906-912 
(June) 1958 [St. Louis]. 


Enthusiastic reports have been received from Italy 
about the ligation of the internal mammary artery 
in the treatment of coronary arterial insufficiency, 
and the procedure has also been advocated in this 
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country. The authors investigated in animals the 
volume of blood flowing through the internal 
mammary artery after acute and chronic ligation 
and studied the role of this procedure in protecting 
the heart subjected to ligation of a major coronary 
artery. The volume of blood flow in the internal 
mammary artery was determined after experimental 
ligation of this vessel in the second intercostal space 
in 3 groups of dogs. The flow was measured im- 
mediately after ligation in some experiments and 
after an interval of weeks in others. The volume of 
flow was found to be quite small both times, with 
correspondingly low values for back-pressure and 
back-flow. Small arterial communications between 
the internal mammary branches and the perivas- 
cular arteries along the great vessels entering the 
heart could be demonstrated by injection tech- 
niques, although no protection of the heart against 
deliberate ligature of the anterior descending coro- 
nary artery was found. Blood flow in the internal 
mammary artery was significantly increased in the 
chronic preparation, in those experiments in which 
concomitant ligation of the remaining branches of 
the subclavian artery was performed. Despite the 
increase in flow, back-pressure, and back-flow con- 
sistently observed under these circumstances, no 
protection appeared to be offered the heart when 
challenged by ligation of the anterior descending 
coronary artery. It is concluded that the volume of 
blood flowing through the internal mammary ar- 
tery after ligation in the second intercostal space is 
quite small and that the procedure does not protect 
against experimental coronary occlusion. 


Experiences with Myocardial Revascularization by 
Division of the Internal Mammary Arteries. R. P. 
Glover, J. R. Kitchell, R. H. Kyle and others. Dis. 
Chest 33:637-657 (June) 1958 [Chicago]. 


Experiences of Italian investigators with ligation 
of the internal mammary arteries in patients with 
myocardial infarcts induced the authors to investi- 
gate this treatment first in experiments on dogs. 
Later they performed the operation on 92 patients 
(73 men and 19 women). The performance of a 
bilateral division of the internal mammary arteries, 
as compared with other surgical procedures for 
cardiac disease, is safe, simple, and innocuous. Yet, 
although the technical risk is negligible, one must 
remember that the disease being treated is highly 
lethal. Fifty of the authors’ patients have been fol- 
lowed up for from 1 to 5 months and form the basis 
of this initial analysis. By conservative clinical 
evaluation 34 (68%) of these 50 patients either lost 
their symptom of pain or were immeasurably re- 
lieved of their discomfort. The remainder were 
unimproved. Objective evidence of clinical im- 
provement lagged well behind the observed clin- 
ical improvement. In 13 (26%) of the patients the 
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electrocardiographic tracings, taken 1 month or 
more after surgery, showed obvious improvement, 
and the same might be said of 9 (18%) of the bal- 
listocardiographic studies obtained. Both electro- 
cardiographic and ballistrocardiographic evidences 
of improvement occurred on only 1 occasion in the 
same patient. Objective signs for the better were 
present in 22 (42%) of the patients. 

The studies reported confirm the findings of the 
Italian investigators. However, considerable reser- 
vation as to the ultimate place of this surgical pro- 
cedure is warranted. Whether it will eventually 
remain as a surgical entity on its own merits or 
whether it will be used as an adjunct to other sur- 
gical techniques cannot be decided until much more 
investigative work, both experimental and clinical, 
has been carried out. 


Successful Resuscitation in Acute Myocardial In- 
farction with Ventricular Fibrillation. D. K. Bloom- 
field and J. A. Mannick. New England J. Med. 
258:1244-1247 (June 19) 1958 [Boston]. 


The authors report the case of a young man who 
suffered acute myocardial infarction with subse- 
quent cardiac arrest and ventricular fibrillation. He 
was successfully resuscitated by thoracotomy, car- 
diac massage, and electric defibrillation. In none 
of the 3 patients reported in the medical literature 
in the past 2 years, in whom ventricular fibrillation 
developed presumably as a result of acute myo- 
cardial infarction and who were successfully re- 
suscitated by thoracotomy, cardiac massage, and 
defibrillation, was the diagnosis of acute myocardial 
infarction fully established prior to the institution 
of resuscitative measures. Electrocardiograms taken 
later showed the pattern of infarction. The authors’ 
patient was discharged, fully ambulatory, on the 
39th hospital day. The prognosis in the case re- 
ported to date seems favorable. The patients of 
Beck and associates and of Reagan, Young, and 
Nicholson are reported as well and active 2 and 4 
years, respectively, after resuscitation by cardiac 
massage. 


Postoperative Venous Thrombosis and Pulmonary 
Embolism in Lung Surgery. G. Merlo. Minerva 
chir. 13:511-516 (May 15) 1958 (In Italian) [Turin, 
Italy]. 


The author analyzes the postoperative complica- 
tions of venous thrombosis and pulmonary em- 
bolism which affected 14 of 480 patients, aged be- 
tween 45 and 62 years, who underwent lung sur- 
gery. Phlebothrombosis was present in 9 patients 
(1.87%) and involved 6 times the veins of the left 
leg, twice those of the right leg, once both legs, 
and once the left arm. Seven patients were op- 
erated on for carcinoma, 1 for echinococcus cyst, 
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and 1 for bronchogenic cyst. Phlebothrombosis 
manifested itself between 8 and 21 days after the 
operation. The period between the appearance of 
the first symptoms and the remission of phlebo- 
thrombosis varied between 6 and 13 days. Pul- 
monary embolism appeared in 1 patient with 
phlebothrombosis 2 days after the latter disorder 
developed, and the patient died shortly afterward. 
Seven patients had arterial hypotension. Electro- 
cardiographic patterns of the patients showed no 
significant alterations. Pulmonary embolism de- 
veloped in 5 patients (1.02%) who had undergone 
lung surgery. Two were operated on for carcinoma, 
2 for bronchiectasis, and 1 for chronic abscess. The 
period between the operation and the appearance 
of pulmonary embolism varied between 5 and 46 
days. The embolism developed mostly a few weeks 
after the intervention and ran a fatal course in all 
5 patients. The proportion of patients in this series 
in whom phlebothrombosis developed as a_post- 
operative co: aplication to lung surgery is similar to 
that which usually follows other types of surgical 
treatment. Consequently, lung surgery is from this 
point of view no more hazardous than any other 
type of operation. 


The Surgical Treatment of Pulmonary Tuberculosis 
in the Mentally Ill: A 5-Year Study of 403 Resec- 
tions. A. Mowlem, C. J. Connolly and B. Zimmer- 
mann. Surgery 43:913-925 (June) 1958 [St. Louis]. 


The authors present a review of the surgical ex- 
perience obtained from 403 pulmonary resections 
performed on 338 patients during a 5-year period 
from July 1, 1952, when tuberculosis therapy at 
Anoka State Hospital became a cooperative effort 
with the department of surgery of the University 
of Minnesota, to June 30, 1957. The patients were 
adult psychotic and mentally defective individuals 
transferred to Anoka from the 10 mental institutions 
in Minnesota, They were referred on the basis of 
positive cultures of gastric washings or suspected 
lesions on roentgenograms. Upon arrival 6 con- 
secutive cultures of gastric washings were obtained 
prior to instituting antibiotic therapy. Patients with 
minimal disease, whose lesions regressed progres- 
sively within 2 or 3 months after institution of 
medical therapy and whose lesions eventually dis- 
appeared, were not considered surgical candidates. 
Patients whose lesions regressed after a few months 
of antibiotic administration to small and_ stable 
nodular residuals without open cavities were op- 
erated on, and their lesions excised. Patients with 
active endobronchial tuberculosis were not op- 
erated on until these lesions healed. When possible, 
surgery was also deferred on patients with open 
cavities until these became smaller, became sealed 
off from the tracheobronchial tree, or healed leav- 
ing only small solid residual foci. Patients with 
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positive gastric cultures at the time of the proposed 
operation were not operated on except when their 
lesions enlarged despite antibiotic treatment and 
the need for prompt removal of the focus of spread 
became evident. Patients with far-advanced bi- 
lateral lesions too extensive for resection without 
sacrifice of inordinate amounts of functioning pul- 
monary tissue were not operated on and were 
treated medically. Planigraphy, bronchoscopy, 
bronchography, and other diagnostic procedures 
were utilized when indicated in the evaluation of 
extent of disease prior to operation. 

The results reported represent follow-up periods 
of from 5 years to 4 months. Two hundred eighty- 
nine segmental resections, 67 lobectomies, 23 pneu- 
monectomies, and 24 wedge resections were carried 
out in unilateral, staged bilateral, and bilateral 
simultaneous procedures, with an over-all opera- 
tive mortality rate of 8.2% and a patient mortality 
rate of 9.7%. Of the 33 surgical deaths, 16 occurred 
within 1 week, and 17 occurred later. Seven of the 
early deaths were caused by acute respiratory em- 
barrassment and pulmonary edema. The need for 
accurate preoperative evaluation of pulmonary 
function by differential bronchospirometric and 
other studies in cases being evaluated for extensive 
resection is evident. Aside from these 7 cases, no 
relationship was evident between the extent of 
resection and deaths. Postoperative pneumonitis 
accounted for 8 deaths. Of the patients with com- 
plications attributable to the pulmonary resections, 
51 recovered, whereas 5 still have complications. 
Four of these 5 have postoperative spread and late 
reactivation, and 1 has an occult bronchopleural 
fistula and is awaiting a thoracoplasty. The neces- 
sity for operating on some patients in a group such 
as this on the basis of roentgenologic findings alone 
is demonstrated by the finding of active disease in 
resected specimens of patients who had never had 
positive gastric cultures preoperatively. 


End Results in the Treatment of Gastric Cancer. 
G. McNeer, W. Lawrence Jr., M. P. Ashley and 
G. T. Pack. Surgery 43:879-896 (June) 1958 [St. 
Louis]. 


This study deals with the end-results obtained 
in patients with adenocarcinoma of the stomach 
seen by members of the gastric service of the Me- 
morial Center for Cancer and Allied Diseases in 
New York in the years from 1931 through 1955. 
Some form of operation was performed on 1,315 
patients, that is, on 81% of the 1,623 patients ob- 
served. Due to the pessimistic view toward cancer 
of the stomach in the earlier period (1931 through 
1940), only 65.8% of the patients were considered 
suitable for surgical treatment. In contrast, 90.8% 
of the patients seen in the years from 1951 through 
1955 were deemed to have operable disease. In the 
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earlier years (1931 through 1940), resection was 
rarely performed except with the intent of cure, 
and was carried out in 15.5% of all the patients 
seen. The frequent performance of some form of 
bypass procedure, such as gastrostomy, jejunostomy, 
or gastroenterostomy, reflected the general attitude 
of surgeons toward patients with cancer of the 
stomach. In the years from 1941 through 1955 the 
development of endotracheal anesthesia, the per- 
fection of thoracic surgery, and the discovery of 
antibiotics enabled surgeons to offer resection to a 
larger number of patients (41.6%). Whereas some 
form of bypassing procedure comprised 97.7% of 
all palliative operations in the years from 1931 
through 1940, only 25.7% of similar cases were so 
treated from 1951 through 1955. Subsequent studies 
revealed that patients with incurable gastric cancer 
were appreciably benefited only by _resectional 
procedures, 

Resection was possible in 34.1% of the 1,116 men 
and in 33.5% of the 507 women. There was a pro- 
gressive increase in resectability rates with rising 
age from 30 to 80 years. Resectability was low in 
patients under 40 and over 80 years of age. The 
patients with a short history of symptoms had a 
higher proportion of inoperable lesions than those 
with a longer history. If the symptoms were less 
than 3 months in duration, inoperability was 17.6%. 
This figure fell to 8.6% when symptoms were over 
3 years in duration. The effect of the duration of 
symptoms on resectability was similar but less 
marked. The symptoms of carcinoma of the stomach 
follow 3 general patterns: prolonged “indigestion,” 
the ulcer syndrome, and weakness due to anemia. 
Resectability (1941 through 1955) was highest in 
patients with the ulcer syndrome (54.5%), followed 
by 47% for those with anemia only and 41% for 
those complaining of nonspecific indigestion. The 
presence of a palpable mass was not accompanied 
with as high a curability rate as the absence of this 
symptom, but 30.7% of this group had a resectable 
lesion. A total of 197 of the 1,315 surgically treated 
patients (15%) died in hospital as the result of op- 
eration. All the patients under the age of 40 sur- 
vived surgery; with each succeeding decade post- 
operative mortality increased. Postoperative mor- 
tality also increased with the size of the tumor. 

Ninety-one (or 21.6%) of the 422 patients who 
were subjected to curative resections remained well 
for 5 years or more. The 5-year survival rate was 
28.3% in men and 24% in women. The patients who 
were treated within the first 3 months after onset of 
symptoms had a lower survival rate (15.3%) than 
those treated from 6 to 24 months after onset of 
symptoms (26.1%). A far more fulminant variety of 
gastric cancer was usually encountered in the pa- 
tient who sought diagnosis within 3 months of the 
first symptom. The outlook for the patient with 
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carcinoma of the middle segment was nearly twice 
as favorable as for the patient with carcinoma 
located in the cardia. Penetration of the gastric 
serosa by cancer was followed by a lower survival 
rate than when the cancer had remained in the 
mucosal and muscular layers. The microscopic 
grade of the tumor also influenced the survival 
rate. That nodal metastasis played a role was 
demonstrated by the fact that in 62 (or 68%) of the 
91 patients who survived 5 years or more after 
resection the lymph nodes were not involved. The 
inherent pathological capacities of each gastric 
cancer to grow and disseminate had the greatest 
impact on the end-results. However, successful re- 
sults after radical surgical treatment of some lesions 
with unfavorable features is encouraging. 


Calcification in Gastrointestinal Malignancy. W. A. 
Matthews, J. E. Skandalakis, M. A. Mitchell and 
H. S. Weens. Gastroenterology 34:959-968 (June) 
1958 [Baltimore]. 


The authors present the histories of 2 patients 
with gastrointestinal carcinoma in whom calcium 
deposits were demonstrated. The first patient was 
a 59-year-old woman who complained of poor ap- 
petite, constipation, and weight loss of 20 Ib. (9.1 
kg.). The physical examination was not remarkable 
except for tenderness in the epigastrium. On roent- 
genologic examination a gastrointestinal series re- 
vealed that the gastric lumen was narrowed 
throughout the midportion and distal portion of the 
stomach. Both lesser and greater curvatures showed 
an irregular, finely serrated profile. The pylorus 
was patent. Along both lesser and greater curva- 
tures above the angle of the stomach, bands of in- 
creased density were noted, representing the thick- 
ened gastric wall which contained numerous small, 
mottled calcium deposits. The impression was that 
the lesion represented an infiltrating gastric car- 
cinoma containing numerous stippled calcium de- 
posits. A subtotal gastrectomy and gastrojejunos- 
tomy were performed. The histological examination 
of the specimen disclosed a mucinous adenocar- 
cinoma of the stomach with many calcium deposits 
filling the mucinous spaces. Eighteen months after 
the operation the woman remained free of sig- 
nificant symptoms. 

The second patient was a 25-year-old man who 
complained of periumbilical, right lower quadrant 
pain, nausea, and vomiting. The physical examina- 
tion disclosed rebound tenderness in the middle 
and lower parts of the abdomen on the right. The 
base of the umbilicus was indurated. The rectal 
examination revealed anteriorly an extrinsic mass, 
2 to 4 cm. in diameter. The patient was considered 
to have an abdominal carcinoma or lymphoma. A 
survey film of the abdomen showed large amounts 
of feces and gas scattered throughout the entire 
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large intestine, including the rectal segment. A 
number of small, mottled, dense deposits were 
noted in the descending colon at the level of the 
iliac crest. A barium enema revealed the mottled 
deposits. At the level of the mottled densities a 
well-defined filling defect with shelf-like edges was 
encountered. The mucosal pattern in this region 
was distorted. The impression was that the lesion 
represented a carcinoma of the large intestine. A 
biopsy specimen from the indurated umbilicus dis- 
closed a mucus-producing adenocarcinoma consid- 
ered to be metastatic. A palliative colostomy was 
attempted but could not be carried out because of 
massive intestinal adhesions. The patient died 2 
days later. The autopsy disclosed a mucinous 
adenocarcinoma, with metastases to the regional 
lymph nodes, peritoneum, omentum, mesentery, 
and diaphragms. The histological examination re- 
vealed calcium deposits in the mucinous spaces of 
the carcinoma. 

A review of the literature revealed 8 similar cases. 
The important data on all 10 patients are tabulated; 
8 had carcinoma of the stomach, and 2 had car- 
cinoma of the colon and rectum. On reviewing the 
previously reported cases, a striking similarity of 
the calcifications becomes apparent. These deposits 
appear small, rarely measuring more than a few 
millimeters in diameter. They are arranged in a 
stippled and tortuous pattern, following largely 
the contour of the involved gastrointestinal seg- 
ment. Contrast studies reveal a marked constriction 
of the involved gastrointestinal lumen due to the 
diffuse infiltrating character of the neoplasm. These 
calcifications are sufficiently characteristic to make 
it possible to render a preoperative diagnosis of 
carcinoma in these patients. 


Treatment of Peritonitis of Appendicial Origin 
With and Without Intraperitoneal Terramycin. 
K. O. Adwan, F. E. Lumpkin, J. A. Stirman and 
B. J. Wison. Am. Surgeon 24:452-457 (June) 1958 
[Baltimore]. 


During the period from 1950 to 1954, 78 patients 
with acute appendicitis with either perforation or 
gangrene were treated by appendectomy at the 
Parkland Memorial Hospital in Dallas. These pa- 
tients were found by a review of operative records 
and the pathologists’ gross and microscopic de- 
scriptions of the removed appendix; they served as 
a control for 52 patients, seen from 1955 through 
1957, in whom the presence of perforation or gan- 
grene was established by gross inspection at the 
time of laparotomy. The inadequacy of Terramycin 
given exclusively in the intraperitoneal cavity 
without other parenterally administered antibiotics 
is attested by the death of animals after experi- 
mentally produced appendical rupture. Accord- 
ingly, this investigation permitted the customary 
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use of parenterally administered antibiotics, while 
Terramycin was given intraperitoneally in order 
that no life might be needlessly placed in jeopardy 
and in order that the patients treated in the pre- 
vious 4 years might serve as controls, since the only 
deviation in management was the addition of intra- 
peritoneally administered Terramycin in the ex- 
perimental group. The patients in both the experi- 
mental and the control groups were given a mean 
daily dose of approximately 1.2 million units of 
crystalline penicillin and 1 Gm. of streptomycin. 
Broad-spectrum antibiotics were administered sys- 
temically to 55% of the early group and 46% of the 
experimental (late) group, the only difference in 
antibiotic therapy being the Terramycin peritoneal 
infusion for the patients in the experimental group. 

Although gross leakage of lumenal contents from 
the appendix was found during laparotomy in near- 
ly two-thirds of the patients who subsequently re- 
ceived Terramycin, only 55% of the control group 
demonstrated leakage and only 1 in 4 of this group 
exhibited localized accumulations of pus in con- 
junction with perforations in contradistinction to 
the 1 in 3 patients similarly disposed in the experi- 
mental group. The differences in the mortality rate 
were not significant. A pronounced decrease in in- 
traperitoneal abscess formation was observed when 
Terramycin was used postoperatively, one-third 
fewer patients requiring surgical drainage. The 
incidence of intraperitoneal inflammatory mass ex- 
clusive of abscess was higher in the patients given 
an intraperitoneal antibiotic. The duration of ileus 
is not significantly longer in patients receiving Ter- 
ramycin, indicating that the preparation does not 
appreciably influence the incidence of chemical 
peritonitis, which is manifest by paralytic ileus. 
No significant difference in the frequency of wound 
abscesses was noted or expected, and no antibiotic 
other than Terramycin is thought to be so safe, yet 
effective, when given into the peritoneal cavity of 
man in the treatment of bacterial peritonitis. 


Surgical Treatment of Massive Upper Gastroin- 
testinal Hemorrhage. D. R. Cooper, L. H. Stahl- 
gren, L. E. Sylvester and L. K. Ferguson. Gastro- 
enterology 34:947-958 (June) 1958 [Baltimore]. 


The physician who is confronted by a patient 
who is bleeding massively from the upper gastro- 
intestinal tract is often hard pressed to choose be- 
tween the operative and the nonoperative ap- 
proach. Answers should be provided to the follow- 
ing questions in order to assess properly the role 
surgery will play in the patient’s treatment: 1. Is 
the bleeding massive? 2. Is the bleeding point lo- 
cated in the upper gastrointestinal tract (i. e., 
proximal to the ligament of Treitz)? For practical 
purposes, this fact is established by the presence of 
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hematemesis, bloody gastric aspirate, or a positive 
Einhorn string test. 3. Is there any evidence to sug- 
gest the presence of esophageal varices? A history 
of chronic intake of alcohol or previous liver dis- 
ease may be elicited. Before the obvious signs of 
far-advanced liver disease and portal hypertension 
appear, splenomegaly may be the only suggestion 
of early portal congestion. 4. Is there any evidence 
of a bleeding tendency? Bleeding, coagulation, and 
prothrombin times are routinely obtained. 

The authors report results obtained in a series of 
46 patients who underwent emergency gastrectomy 
for upper gastrointestinal hemorrhage. The cases 
represent their combined experience over a 5-year 
period at the Graduate Hospital of the University 
of Pennsylvania and the Hospital of the Woman's 
Medical College of Pennsylvania (1951 to 1956) and 
over a 2-year period at the Philadelphia General 
Hospital (1954 to 1956). They comprise approxi- 
mately 7% of all operations on the esophagus, 
stomach, and duodenum during this time. There 
were 34 men and 12 women in this series. The 
predominance of males is to be expected, since the 
majority proved to have peptic ulcer disease. The 
majority of patients were in the older age group, 
the peak incidence being in the 7th decade. Eight 
of the 46 patients (19%) died during or after the 
operation. 

The authors emphasize the following points: 1. 
Laparotomy to control massive upper gastroin- 
testinal hemorrhage is successful in most patients 
if care is exercised to localize the bleeding point 
to the stomach or the duodenum preoperatively. 2. 
Esophageal varices can usually be excluded by 
careful history and physical examination, Brom- 
sulphalein determination, and barium study or 
endoscopy. 3. Routine emergency barium x-ray of 
the stomach and duodenum during such bleeding 
is unnecessary. 4. The indications for operation for 
massive upper gastrointestinal hemorrhage are (a) 
exsanguinating hemorrhage, (b) continued bleeding 
requiring replacement of more than 500 cc. of blood 
every 8 hours for 48 hours, and (c) rebleeding 
while the patient is hospitalized for antiulcer treat- 
ment. 5. The bleeding lesion should be excised 
unless great risk to contiguous structures is in- 
volved. In such a circumstance a simple ligature 
may be lifesaving. 6. Gastrotomy and/or duodeno- 
tomy are not recommended except in unusual cir- 
cumstances. 7. At operation for proved upper 
gastrointestinal hemorrhage, if no lesion is apparent 
on external inspection and palpation of the viscera, 
and if varices have been excluded, blind gastric 
resection can be done with reasonable assurance 
that the bleeding point will be controlled (88% in 
this series). 8. Emergency gastrectomy is attended 
by a higher mortality rate than is elective gastrec- 
tomy, largely because of the precarious state of 
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these acutely bleeding and depleted patients. 9. 
The mortality rate can be lowered chiefly by earlier 
decision for or against surgical intervention. 10. 
Some patients will be salvaged by operation who 
would bleed to death on conservative treatment. 


Emergency Surgical Treatment of the Severely 
Bleeding Duodenal Ulcer. J. C. Westland, H. J. 
Movius and J. A. Weinberg. Surgery 43:897-900 
(June) 1958 [St. Louis]. 


At the Veterans Administration Hospital in Long 
Beach, Calif., one of the authors began in 1949 a 
new treatment for severely bleeding duodenal 
ulcer. The bleeding vessel is ligated with a trans- 
fixion suture; then a simple pyloroplasty of the 
Heineke-Mikulicz type is completed, and a vagot- 
omy performed. When this program was _ first 
adopted, the operation was done in 2 stages; the 
ligation and pyloroplasty were performed in the 
first stages, and the vagotomy a week or 2 later 
when the patient's general condition would be 
more favorable for the additional procedure. How- 
ever, later the operation was changed to a 1-stage 
procedure. This report is concerned with the 30 
patients who were treated for massive duodenal 
ulcer bleeding during the 7 years from 1949 to 
1956. All the patients showed evidence of hypo- 
volemic shock during the bleeding episode. The 
average period of intensive medical therapy prior 
to operation was 80 hours. The patients received an 
average of 8 units of blooe each in the several days 
before operation. Blood was administered also dur- 
ing the operation, frequently into more than 1 vein. 

Of the 30 patients operated on, 24 had ligation, 
pyloroplasty, and vagotomy in a single stage. The 
other 6 patients had ligation and pyloroplasty in 
the initial operation, with vagotomy contemplated 
as a later procedure. There were no deaths in the 
24 patients treated by 1-stage transfixion ligation, 
pyloroplasty, and vagotomy. One of the patients 
required 2 additional operations 1 and 2 weeks 
later because of recurrence of bleeding. At the 
third operation in this patient, a Billroth 2 gastric 
resection was performed, with eventual satisfactory 
recovery. It is believed that recurrence of bleeding 
was due to the failure to place the figure-of-eight 
transfixion suture deep enough at the original op- 
eration. One of the 6 patients, in whom operation 
was limited to ligation and pyloroplasty in the 
initial stage, died of a recurrent hemorrhage with- 
out vagotomy having been added. It was then de- 
cided to make a practice of combining the 3 pro- 
cedures of ligation, pyloroplasty, and vagotomy in 
a single operation. The results indicate that this is 
a simple, effective means of dealing with the ac- 
tively bleeding ulcer which threatens the life of 
the patient. 
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NEUROLOGY & PSYCHIATRY 


Neurosurgical Aspects of Occlusive Cerebral Vas- 
cular Disease. J. E. Webster, E. S. Gurdjian, D. W. 
Lindner and W. G. Hardy. Radiology 70:825-831 
(June) 1958 [Syracuse, N. Y.]. 


The authors evaluate the “stroke syndrome” from 
a neurological point of view, based upon angio- 
graphic studies correlated with the clinical aspects 
of the various abnormalities in cerebral blood 
flow. A multiplicity of lesions described as strokes 
have been found in a study of 200 patients ad- 
mitted to a cerebral vascular ward for purposes of 
a complete neurological evaluation employing an- 
giographic studies. Occlusive carotid artery disease 
was found to be a strikingly common cause for 
cerebral vascular insufficiency and failure. In con- 
junction with complete neurological studies, all the 
patients were evaluated by digital carotid artery 
compression. This valuable and decidely safe meth- 
od has been used to determine the extent of cere- 
bral vascular insufficiency in the presence of he- 
miparesis and hemiplegia. Should syncope occur 
upon compression, a contralateral complete or par- 
tial carotid occlusion, an anterior cerebaral artery 
occlusion, or a basilar artery involvement is indi- 
cated. A sensitive carotid sinus reflex, which can 
be interrupted by 1/100 grain (0.6 mg.) of atropine, 
masks these responses. Syncope does not usually 
occur in patients with mass lesions or occlusion of 
the middle cerebral artery or its branches. 

The patients with complete carotid artery occlu- 
sion have been treated surgically by excision of a 
segment of the involved artery and cervical sympa- 
thectomy. Patients with segmental atheromatous 
involvement of the carotid bulb and the internal 
and external carotid arteries at their origins have 
been treated by an intimectomy with removal of 
the plaques and stenotic areas. The latter group of 
patients have been previously treated with anti- 
coagulants and carotid compression to induce col- 
lateral blood flow. Anticoagulant therapy is used in 
the treatment of anterior, middle, and basilar oc- 
clusions before cerebral vascular failure with para- 
lytic signs occurs. Patients are also instructed in the 
use of daily carotid compression in order to dilate 
and increase the vascular channels to improve col- 
lateral blood flow. 


Resection of the Temporal Lobe in Patients with 
Convulsive Disorders. L. A. French. Minnesota 
Med. 41:373-376 (June) 1958 [St. Paul]. 


The authors report on the surgical removal of the 
temporal lobe to control convulsive seizures in 25 
of a series of 50 patients who were operated on for 
temporal lobe epilepsy. The patients, 21 of whom 
were male and 4 were female, were selected for 
surgery on the basis of having (1) clinical evidence 
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of temporal lobe seizures without control by the 
usual anticonvulsant medications and (2) assaultive- 
ness as a conspicuous part of the seizures. One pa- 
tient died 2 weeks after operation from a transfu- 
sion reaction, 2 patients were aphasic for 3 to 4 
weeks postoperatively, 4 patients presented homo- 
nymous hemianopsia, 4 others exhibited a quadratic 
visual field defect, 2 patients had transient post- 
operation hemiparesis, and 2 developed a moderate- 
ly severe and persistent hemiparesis. In addition to 
the temporal lobe seizures, 16 of the 25 patients had 
attacks of other types (petit mal, grand mal), mak- 
ing evaluation difficult. Of the 24 patients who sur- 
vived the operation, 12 (50%) have been free of 
seizures of all types. In no instance did the pro- 
cedure aggravate the frequency or severity of the 
preexisting pattern. A total of 19 patients have been 
relieved of their psychomotor seizures. Two patients 
in a group of 9, in whom careful follow-up studies 
were done, are reported as being more disorganized 
after surgery, 3 are unchanged, and 4 are improved. 


Prefrontal Lobotomy: Final Report of 500 Freeman 
and Watts Patients Followed for 10 to 20 years. W. 
Freeman. South. M. J. 51:739-745 (June) 1958 [Bir- 
mingham, Ala.]. 


Freeman and Watts presented their first report 
on lobotomy in 1936. They used the technique of 
Egas Moniz and Almeida Lima in the first 20 pa- 
tients. The results were dramatic in some but in- 
adequate in others; 8 of the patients were again 
operated on later, 2 of them a third time. The re- 
maining 12 patients had lesions placed in the in- 
ferior quadrants, but the operation was not precise, 
and in some instances hemorrhage occurred, fol- 
lowed by death or serious personality disorder. 
Some of the patients, however, have done extremely 
well for up to 20 years. Beginning in 1938, the 
author and Watts entered the frontal lobes through 
bur holes placed laterally in the cranium and de- 
veloped a method for precise incision in the plane 
of the coronal suture. With further experience they 
were able to design the lobotomy to what they 
deemed were the needs of each patient; they limit- 
ed incisions for patients with affective or psycho- 
neurotic disorders and designed more extensive 
ones for those with chronic schizophrenia. By 1944, 
they were carrying out very radical operations in 
severe cases and particularly in those of younger 
patients. Transorbital lobotomy was begun in 1946. 

By the middle of 1947, Watts and Freeman had 
operated on 551 patients, some of them twice or 
even 3 times. In the decade that followed, 90 pa- 
tients had died, and 21 more in the 10-to-20 year 
period. The others have all been heard from in 
recent months, so that 440 are available for study 
at least 10 years after their first operation. Half of 
the surviving patients are still employed or keeping 
house. Failures are attributable to such factor as 
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emotional deterioration, progress of disease, relapse 
due to inadequate operation, accompanying physi- 
cal disease, organic brain disease, and onset in 
childhood. When lobotomy arrests the mental dis- 
order, a substantial number of patients improve 
progressively over a period of years, mature in their 
social adjustment, and attain higher levels than 
could reasonably have been anticipated without 
the lobotomy. It was found that it requires about 2 
years for the patient who has had lobotomy to sta- 
bilize, but thereafter there is a long period of con- 
sistent performance. Relapses may occur, even long 
after operation, but these are about balanced by 
late improvements. 


Intracranial Arteriovenous Aneurysms: A Study of 
Their Effect on the Cardiovascular System. 
O. H66k, L. Werké and G. Ohreberg. A. M. A. 
Arch. Neurol. & Psychiat. 79:622-632 (June) 1958 
[Chicago]. 


In order to determine whether heart complica- 
tions in patients with arteriovenous aneurysms are 
actually due to overloading of the heart as a result 
of large arteriovenous shunts, 13 patients with in- 
tracranial and 1 with extracranial arteriovenous 
aneurysms were subjected to thorough cardiac in- 
vestigation. In addition, the histories of 123 pa- 
tients with intracranial arteriovenous aneurysms 
and 10 patients with carotid artery—cavernous sinus 
fistulas were reviewed with particular attention to 
the occurrence of objective or subjective cardio- 
vascular symptoms. The 14 patients included 9 men 
and 5 women, ranging in age from 16 to 63 years, 
with a mean duration of clinical symptoms of 16 
years. Only 2 of these patients revealed any im- 
portant symptoms referable to the cardiovascular 
system; dyspnea upon exertion and auricular fibril- 
lation at rest were found in one patient, and the 
other exhibited mild symptoms of angina pectoris 
after exertion. Bicycle-ergometer tests carried out 
on 12 of the 14 patients yielded comparatively 
normal results. 

The cardiac output in the cases of intracranial 
arteriovenous aneurysms studied was normal or low 
and showed no correlation with the size of the 
aneurysms. Likewise, the blood pressure, including 
the pulse pressure in the arterial system, was nor- 
mal in all instances. Renal clearance tests were all 
within normal limits. Hypertension (systolic pres- 
sure, greater than 170 mm. Hg; diastolic pressure, 
greater than 100 mm. Hg) was present in 5 cases. 
Pathological electrocardiographic changes occurred 
in 3 cases without other accompanying symptoms, 
while subjective heart symptoms were found in 
only 1. Objective decompensation symptoms were 
not demonstrated in any of the patients. 

These studies have provided no basis for the as- 
sumption that intracranial arteriovenous aneurysms 
result in shunts of such magnitude as to overload 
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the cardiovascular system. All values for cardiac 
index, pressure in the pulmonary circulation, and 
renal clearance lay within normal limits. This study 
is compared with that of Warren, Nickerson, and 
Elkin, in which the cardiac indexes of arteriovenous 
aneurysms, all extracranial, were high. The index 
of aneurysms in the femoral and iliac regions was 
between 6.0 and 7.1 liters, while that of aneurysms 
in the carotid, vertebral, and subclavian arteries 
was of the order of 4.0 to 4.5 liters per minute per 
square meter of body surface area. Thus, in the 
latter study there was a tendency to smaller shunts 
near the cranium. It was not possible to demon- 
strate in the 123 patients with intracranial arterio- 
venous aneurysms and the 10 patients with carotid 
artery—cavernous sinus fistulas symptoms indicating 
an increased load on the heart and circulation 
which could be caused by arteriovenous aneurysms. 


Gliomas of the Optic Nerves. H. W. Dodge, J. G. 
Love, W. McK. Craig and others. A. M. A. Arch. 
Neurol. & Psychiat. 79:607-621 (June) 1958 [Chi- 
cago]. 


A recent study of tumors of the orbit and its con- 
tents revealed that a fair proportion of the growths 
take origin from the optic nerve. Primary neoplasms 
of the optic chiasm and of the optic tract were as 
common as those of the orbital segment, and regard- 
less of the point of origin or extent of the process, 


these new growths had similar microscopic char- 
acteristics and were gliomas rather than neuro- 
fibromas. The large number of children affected 
suggests a congenital origin, and the not infrequent- 
ly associated phenomenon of neurofibromatosis 
(von Recklinghausen’s disease) implies a hereditary 
type of neoplasm. These observations were con- 
firmed in the literature. The present study was 
undertaken to correlate certain clinical and patho- 
logical features in an effort to establish criteria for 
early diagnosis. 

The 46 patients in this series were divided into 2 
groups on the basis of the surgical and pathological 
observations of the lesion. The first group included 
12 patients, each of whom was found to have a 
glioma limited to the optic nerve. The most out- 
standing finding in this group was proptosis, nearly 
all patients giving it as their initial complaint. Six 
of the 12 patients had loss of vision of the affected 
eye, and only 2 had normal visual acuity in each 
eye. Strabismus was a frequent finding in this 
group, and in several patients it was the initial ab- 
normality noted. Seven patients were found to have 
unilateral papilledema, which varied in degree but 
usually tended to be severe. The ages of the 12 pa- 
tients ranged from 2 to 21 years. Most of the pa- 
tients were young children, 10 of them being girls. 

The second group included 34 patients, each of 
whom had a more diffuse glioma that involved the 
chiasm or the optic tract. Loss of vision, usually 
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bilateral, was the outstanding symptom in this 
group, and it was the symptom for which the ma- 
jority of the patients sought help. Bilateral loss of 
vision was found in 23 patients, the field defects 
usually being of a bitemporal or incongruous ho- 
monymous nature. Six of the 34 patients had 
proptosis and were found to have involvement of 
the intracranial visual apparatus. Pallor of the disks, 
present in 21 patients, was bilateral in all but 4. 
While papilledema occurred in 58% of group 1 
(optic nerve group) and pallor in 25%, the opposite 
was true of group 2 (chiasmal group) in which pallor 
occurred in 62% and papilledema in 32%. The pa- 
tients in group 2 were older than those of group 1, 
and there were more males (19) than females (15), 
suggesting that males and females are almost equal- 
ly affected when the glioma involves the chiasm. 

Routine roentgenograms of the heads of the 12 
patients in whom only 1 optic nerve was known to 
be involved did not show any evidence of abnor- 
mality. In only 4 of the 34 patients with glioma 
that involved the optic chiasm were roentgeno- 
grams considered to be entirely normal. Nine of the 
46 patients manifested evidence of a disturbed 
endocrine function before the diagnosis of glioma 
of the optic nerve was established. The 9 patients, 
in each of whom the tumor arose within the cranial 
cavity, were found to have precocious puberty, 
obesity, mental retardation, and pituitary insuffi- 
ciency. 

Pathologically, the tumors were divided as fol- 
lows: type A, tumors of the optic nerve, 12 patients; 
type B, tumors of the optic chiasm, 14; and type C, 
“tractal” or diffuse tumors, 20. All type A tumors 
were unilateral and were found microscopically to 
be astrocytomas; only 1, however, was considered 
to be an active (grade 3) neoplasm. Of the type B 
tumors, 1 was a grade 3 oligodendroglioma, the re- 
maining 13 being astrocytomas. Of the 20 type C 
lesions, 17 were bilateral with respect to the chiasm 
and tract; 15 were grade 1 astrocytomas, 4 were 
grade 2 astrocytomas, and the remaining lesion was 
a grade 3 astrocytoma. 

The transcranial surgical approach is considered 
as the most favorable as it provides: (1) excellent 
direct visualization of the orbit and anterior visual 
pathways; (2) more adequate control of hemor- 
rhage; (3) lessened need of blind palpatory explora- 
tion of orbital contents; (4) added postoperative 
decompression of orbital contents; (5) opportunity 
for exploration of orbital contents and intracranial 
portions of the optic nerve simultaneously; (6) bi- 
lateral visualization of the anterior optic pathways; 
(7) hidden intrahairline scalp incision; and (8) op- 
portunity for total removal. These studies indicate 
an excellent prognosis for unilateral lesions of the 
optic nerve, the more diffuse lesions of the tract 
and chiasm receiving a somewhat less favorable 
prognosis. 
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Meprobamate Habituation: A Controlled Clinical 
Study. T. M. Haizlip and J. A. Ewing. New Eng- 
land J. Med. 258:1181-1186 (June 12) 1958 [Boston]. 


A “double-blind” study was conducted with 3 
groups of 25 patients receiving identical placebos 
or meprobamate in doses of 6.4 Gm. or 3.2 Gm. 
daily. Clinical observations revealed severe seda- 
tive effects during the first 3 days, 35 patients out 
of 47 showing staggering gait or inability to stand 
or walk without falling. At the end of 40 days all 
the patients were switched surreptitiously to 
placebos. Clinical observation revealed objective 
evidence of an abstinence syndrome in 44 of the 
47 patients who previously received meprobamate. 
The typical withdrawal syndrome included various 
degrees of insomnia, vomiting, tremors, muscle 
twitching, anxiety, anorexia, and ataxia. Eight pa- 
tients showed a picture of hallucinosis with marked 
anxiety and tremors resembling delirium tremens. 
Grand-mal seizures developed in 3 patients. The 
effects and the withdrawal syndrome of meproba- 
mate at both dose levels were statistically sig- 
nificant. It is concluded that meprobamate closely 
simulates the effects of the barbiturates but has 
advantages over the barbiturates. It seems wise to 
start the drug slowly and to discontinue its use 
slowly to prevent the occurrence of withdrawal 
symptoms. 


Novobiocin in the Treatment of Staphylococcal 
Meningitis. M. Giusti and S. Mori. Riv. clin. pediat. 
61:177-194 (March) 1958 (In Italian) [Florence, 
Italy]. 


Novobiocin was administered in daily doses of 
10 to 40 mg. by the ventricular, lumbar, or intra- 
cisternal routes, supplemented by the oral route, 
to 6 patients with staphylococcic meningitis; 4 of 
the patients were children, 1 an adolescent, and 1 
an adult. The primary form of the disease was 
present in 2 patients, and a purulent complication 
of an active tuberculous meningitis in 4. Novobiocin 
combined with other antibiotics produced a com- 
plete remission of the disease within 6 to 8 days of 
treatment. No side-effects were observed after the 
discontinuance of the chemotherapy. The authors 
believe that staphylococcic meningitis should be 
treated “in situ.” Novobiocin is in this respect 
superior to all other antibiotics with the exception 
of erythromycin. 


The Effect of Meprobamate (Equanil) on Brain- 
Damaged Patients. C. H. Carter. Am. J. M. Sc. 
235:632-638 (June) 1958 [Philadelphia]. 


Meprobamate (Equanil) is a mephenesin deriva- 
tive. It possesses both muscle-relaxant and ataractic 
properties. By virtue of its dual activity, it appeared 
that meprobamate might prove efficacious among 
certain types of brain-damaged patients. At Florida 
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Farm Colony it was given to (1) a group with neu- 
romuscular disorders, including athetosis, spasticity, 
ataxia, and paralysis agitans; (2) a group with be- 
havior problems, ranging from mild anxiety and 
tension over a handicap to frank psychoses; and (3) 
a group combining the more severe features of both 
conditions. The only criterion for the selection of 
the 105 institutionalized patients treated was brain 
damage demonstrable by abnormal electroencepha- 
lographic tracings. Many patients had a history of 
natal, neonatal, or postnatal trauma. All patients 
had received appropriate but conventional therapy 
for at least 6 months prior to admission to the 
study. Twenty-two of the patients had previously 
received other drug therapy. Seventeen of the 22 
were athetoid or spastic cerebral palsy patients, 
who had taken 1 or more of the following drugs: 
mephenesin plus glutamic acid, reserpine tablets or 
elixir, chlorpromazine, trimethadione, and dipheny]- 
hydantoin sodium. While all these drugs had been 
withdrawn gradually before the study began, pre- 
viously introduced physical therapy or psycho- 
therapy continued unchanged throughout the 
meprobamate regimen. 

Dosage of meprobamate was adjusted to the in- 
dividual needs of each patient. In 12 cases, the 
drug was administered 4 times daily; the remaining 
patients received meprobamate 3 times daily. The 
predominant daily dose was 1,200 mg. and ranged 
from 400 mg. to 3,600 mg. Meprobamate proved to 
be the drug of choice. More than 80% of the spastic 
and 97% of the athetoid patients responded with 
at least moderate remission of their neuromuscular 
symptoms. Behavioral problems almost vanished in 
57% of the patients and were moderately relieved 
in 97%, Improvement was maintained over a 2-year 
period while medication continued at dosages of 
up to 3,600 mg. daily. Many patients improved suf- 
ficiently to benefit from physical therapy or psy- 
chotherapy for the first time. The only side-effect 
noted was drowsiness, and this occurred in only 
11 patients. 


GYNECOLOGY & OBSTETRICS 


Cytodiagnosis in Cancer of the Cervix. 1. H. Cutts. 
Canad. M. A. J. 78:825-830 (June 1) 1958 [Toronto]. 


Of 6,134 smears of vaginal or cervical origin 
which were received for cytological examination 
at the Pathological Institute in Halifax, N. S., be- 
tween 1952 and 1955, 242 were graded as positive 
for malignancy. Further investigation by biopsy or 
conization revealed infiltrating carcinoma in 206 of 
the 242 specimens, carcinoma in situ in 14, doubt- 
ful lesions in 10, and negative findings in 12. Twelve 
cases of cancer of the cervix, unsuspected clinically, 
were diagnosed with the aid of cytological means 
and later confirmed from conization material. Of 
123 additional smears which were graded cytolog- 


4 


338 MEDICAL LITERATURE ABSTRACTS 


ically as of doubtful or suspicious nature, 93 were 
subsequently investigated by biopsy or conization, 
and 58 were ultimately shown to be cases of un- 
doubted carcinoma, 51 being infiltrating carcinoma 
and 7 carcinoma in situ. Sixty-seven smears, which 
comprised cells from normal women and from pa- 
tients with carcinoma in situ, invasive carcinoma, 
and chronic cervicitis, respectively, were chosen 
for a detailed study of the individual cells; this 
study concerned nuclear and cell diameters, nuclear 
and cell shapes, nuclear and cell borders, cyto- 
plasmic changes, chromatin structure, nucleoli, and 
degenerative nuclear changes. 

While the error for smears graded as positive by 
cytological examination was less than 10%, the 
over-all error for positive doubtful and suspicious 
smears was 22%, and for this reason every positive 
or suspicious cytological diagnosis should be con- 
firmed by histological study of biopsy specimens. 
False diagnosis arises either from faulty sampling 
or from difficulty in interpretation of the micro- 
scopic findings. The latter generally produce a 
false-positive or suspicious report. Observer error 
is probably iniplicated. The diagnostic features of 
cells are referable only to the nucleus. Cytoplasmic 
changes are ill-defined and common to all the cells 
studied, regardless of their type. The features found 
to be of most value, in order of merit, are increased 
nuclear/cytoplasmic ratio, condensation and wrin- 
kling of nuclear membranes, increased chromatin 
staining and alteration of the chromatin pattern to 
a coarsely granular type, presence of macronu- 
cleoli, and variation in size and shape of nuclei. 
Cells which are the morphologic equivalent of 
cancer cells appear to be formed in the cervix at 
least some time during the life of many patients 
in whom cancer cannot be demonstrated. Cyto- 
logical diagnosis is possible only because in cancer 
many such cells are seen in the smear. The findings 
suggest that cancer proceeds in step-like deviations 
from the normal, and that only in a small number 
of cases does the process reach full fruition. 


The Current Status of the Pregnant Cardiac. J. M. 
Kaufman and P. E. Ruble. Ann. Int. Med. 48:1157- 
1170 (June) 1958 [Lancaster, Pa.]. 


From 1 to 7% of pregnancies are associated with 
heart disease, and the over-all death rate for these 
patients is said to be 3%. About 85% of these 
cardiac patients are rheumatic; 83% of the women 
with rheumatic heart disease have mitral valve 
disease alone, and the remaining 17% have multi- 
valvular involvement. The most common cause of 
death in these patients is congestive heart failure; 
other causes are sepsis, pulmonary embolism, shock 
and hemorrhage, toxemia, and subacute bacterial 
endocarditis. About 25% of the deaths occur during 
pregnancy, and 75% in the puerperium. Commis- 
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surotomy may be indicated in the woman with 
mitral stenosis who contemplates pregnancy. The 
authors suggest valvulotomy for the young married 
woman under the following conditions: (1) when 
there is dyspnea during ordinary activity; (2) when 
the physical, electrocardiographic, and roentgeno- 
logic findings indicate definite and predominant 
mitral stenosis; (3) when catheterization is advisable 
in questionable cases. Hemoptysis and/or emboliza- 
tion may also make valvulotomy advisable. 

As the result of their experiences, plus replies 
they received to questionnaires sent throughout 
the country, the authors report on pregnancies sub- 
sequent to commissurotomies in 96 women. These 
commissurotomies were followed by 98 normal de- 
liveries. There were no maternal deaths and only 
1 fetal death. The patient who is seen in the first 
trimester of pregnancy and found to have mitral 
stenosis and early heart failure presents a contro- 
versial problem. With very strict cardiac manage- 
ment, many of these patients can be delivered with 
only minimal] risk. The second alternative would be 
therapeutic abortion and subsequent commissurot- 
omy, with the hope of pregnancy reserved for the 
distant future. The third possibility would be 
mitral commissurotomy during pregnancy. A wom- 
an with either rheumatic or congenital heart dis- 
ease should be evaluated both medically and sur- 
gically early in pregnancy. When cardiac symptoms 
appear early and surgical improvement of the heart 
is possible, surgery is preferable to abortion. 

Ninety-three mitral commissurotomies were per- 
formed during pregnancy, with 3 early maternal 
deaths, probably avoidable with present methods 
of anesthetization and surgery. Eighty-eight live 
babies were delivered in this group. In 22 patients 
a patent ductus was sectioned during pregnancy, 
without maternal mortality and only | miscarriage 
1 month after surgery. Patients with various other 
types of congenital heart disease, such as coarcta- 
tion of the aorta, tetralogy of Fallot, and interatrial 
and interventricular septal defects, may go through 
pregnancy safely. Though it is best done before 
pregnancy, heart surgery is often a safe procedure 
during pregnancy for mother and baby. Heart sur- 
gery is an adjunct to good medical management, 
and the patient should have the advantage of care- 
ful medical management throughout pregnancy, 
delivery, and the important postpartum period. 


Metastases of Hypernephroma in Vagina and 
Vulva. L. Overbeck. Ztschr. Geburtsh. u. Gynik. 
150:121-145 (No. 2) 1958 (In German) [Stuttgart, 
Germany]. 


A 55-year-old woman was hospitalized because 
of a sudden genital hemorrhage. The hemorrhage 
was traced to a polypous tumor of bluish-red color 
on the posterior vaginal wall. A biopsy from the 
surface of the tumor suggested at first a capillary 
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hemangioendothelioma, but microscopic study of 
the excised vaginal tumor revealed an atypical 
metastasis of a malignant hypernephroma. There 
were no renal symptoms or a palpable renal tumor. 
The diagnosis of malignant hypernephroma of the 
kidney was established on the basis of the vaginal 
biopsy. Since the 10th thoracic vertebra had already 
been destroyed by a metastasis, removal of the 
primary tumor seemed useless. Metastases invaded 
the lungs and liver, and the woman died 10 weeks 
after admission to the clinic. Autopsy revealed that 
the primary tumor was located in the left kidney. 

The author reviews 50 cases from the literature 
in which vaginal and vuivar metastases had re- 
sulted from a hypernephroma. He stresses the fol- 
lowing points: 1. Vaginal or vulvar metastases of 
hypernephroma are probably more frequent than 
is generally assumed. 2. They are characteristically 
located near the introitus vaginae, and the distal 
third of the anterior vaginal wall around the 
urethral opening is primarily involved. 3. Gyneco- 
logic symptoms caused by the metastasis are often 
the primary manifestation. 4. The histological ex- 
amination is of particular importance, because it 
frequently gives the first indication of the primary 
renal tumor which causes no, or only slight, 
symptoms. 5. It may prove difficult to differentiate 
the growth from a vascularized sarcoma or from an 
angioblastic sarcoma. 6. Metastases develop in the 
vagina and vulva mainly when the renal tumor is 
on the left side, and this is explained by a retro- 


grade venous dissemination. 7. Effective treatment 
is possible only if the metastases of the hyper- 
nephroma are still restricted to the vagina or vulva; 
it consists of nephrectomy and extirpation of the 
metastases followed by roentgen-ray or radium 
irradiation. 


Fetal Salvage in Rh Incompatability Where Pre- 
vious Stillbirths Have Occurred. W. D. Bowman. 
Minnesota Med. 41:386-389 (June) 1958 [St. Paul]. 


The author states that all fetal deaths from Rh 
sensitization occur after the 28th week—most of 
them after the 34th week of pregnancy. The pres- 
ence of a viable fetus in utero at 30 to 35 weeks 
has led to the conclusion that induction or cesarean 
section sufficiently early to produce living prema- 
ture infants might lead to the salvage of some of 
these infants. At term the possibility of a living 
infant is remote where the father is homozygous 
Rh-positive and there have been previous fetal 
hydropic or stillborn infants due to Rh incompata- 
bility. Thirteen cases of pregnancy in 12 women 
who had previously delivered at least 1 fetal 
hydropic or stillborn child due to Rh sensitization 
are presented. Induction at 36 weeks in 1 case in 
which the husband was heterozygous was too late, 
and an infant with fetal hydrops resulted. The 
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husbands of the remaining patients were homozy- 
gous Rh-positive. Induction or cesarean section was 
performed at or before 35 weeks, and all the ap- 
parently normal infants survived after adequate 
exchange transfusion. In an effort to prevent even 
the first case of fetal hydrops, labor has been in- 
duced for the past 2 years at 34 to 36 weeks in all 
women showing a 4-fold rise in albumin antibody 
titer in the third trimester. Delivery at or before 35 
weeks, followed by prompt and, if necessary, re- 
peated exchange transfusions, will save the lives 
of more than 80% of infants with hemolytic disease 
of the newborn, when the mother has had 1 or 
more previous stillborn infants due to Rh sensiti- 
zation. 


PEDIATRICS 


Aseptic Meningitis in Manitoba, 1957. J. C. Wilt, 
H. Medovy, D. Besant and W. Stackiw. Canad. 
M. A. J. 78:839-842 (June 1) 1958 [Toronto]. 


Fourteen boys and 6 girls with aseptic meningitis 
were admitted to the Winnepeg Children’s Hospital 
between July and September, 1957. Three of the 
20 patients were infants, aged less than 1 year, and 
2 of these had convulsions in the course of their 
illness. The duration of illness was from 5 to 10 
days in 13 children; 1 patient had a shorter course, 
and 6 had a more prolonged course. All the patients 
had fever, and nearly all had headache and a stiff 
neck. Vomiting occurred in 10 patients. The spinal 
fluid showed a pleocytosis of 20 to 300 cells per 
cubic millimeter in 15 patients. The protein level in 
the spinal fluid was not markedly elevated, varying 
from zero to 40 mg. per 100 cc. in 12 patients. The 
glucose content was normal. The illness was not too 
severe except for the infants. Fever and headache 
subsided in a few days, and there were no sequelae. 
Laboratory studies revealed virus infections in 12 
of the 20 patients. The disease was due to enteric 
cytopathogenic human orphan (ECHO) virus, type 
6, in 8 children, to Coxsackie virus, group A, in 2, 
to ECHO virus, type 9, in 1, and to an unidentified 
virus in 1. Seventeen cases of aseptic meningitis 
outside the Children’s Hospital were also identified 
as virus infections: poliomyelitis virus was found 
in 5 patients; ECHO virus, type 6, in 5; ECHO 
virus, type 9, in 4; Coxsackie virus, group B, in 1; 
Coxsackie virus, group A, in 1; and an unidentified 
virus in 1. Since the reporting of benign encephalitis 
is not too reliable, it is impossible to determine the 
total number of infections of this type which oc- 
curred in the outbreak of aseptic meningitis in the 
province of Manitoba in the summer of 1957. It is 
probable that the 20 patients admitted to the 
Winnipeg Children’s Hospital represent most of the 
severest infections which in former years would 
have been classified as nonparalytic poliomyelitis. 
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Unexplained Death from Exchange Transfusion. 
W. C. Taylor, L. C. Grisdale and A. G. Stewart. 
J. Pediat. 52:694-700 (June) 1958 [St. Louis]. 


The authors report on 2 infants with hemolytic 
disease of the newborn, who died suddenly and 
unexpectedly during or shortly after exchange 
transfusions which they received for their disease. 
Electrocardiograms were obtained from both pa- 
tients before, in the course of, and after the trans- 
fusions. In one patient bradycardia, ventricular 
fibrillation, and cardiac arrest occurred after the 
exchange of 70 cc. of blood. In the other patient 
bradycardia and arrhythmia occurred after an ex- 
change of 185 cc. of blood. The cases of these 2 
infants were compared with 8 other cases collected 
from the literature in which there was a similarity 
of clinical or electrocardiographic findings. From 
the data available it is not possible to state that any 
one specific factor or combination of factors is 
responsible for the occurrence of cardiac arrest in 
infants undergoing exchange transfusion. Accord- 
ing to circumstances several or all of the following 
factors may be present: hyperpotassemia, hypo- 
calcemia, cooling of the heart, acidosis, prematurity, 
and the disease process of hemolytic disease. There 
may be other factors at present unsuspected. The 
combined use of electrocardiography and adequate 
biochemical study is one way of further elucidating 
the problems involved and, at the same time, en- 
suring maximum safety for the infant. 


Hepatodiaphragmatic Interposition of Jejunum, 
Ileum, Cecum and Ascending Colon with Intestinal 
Obstruction: Report of a Case Corrected Surgically. 
D. W. Aiken. New England J. Med. 258:1192-1195 
(June 12) 1958 [Boston]. 


Interposition of intestine between liver and 
diaphragm has been called Chilaiditi’s syndrome. 
It is known almost exclusively as a roentgenologic 
diagnosis, involving the colon far more often than 
the small intestine, and is usually an unsuspected, 
incidental, asymptomatic finding. It occurred in 
approximately 1 of every 1,000 abdominal roent- 
genograms in | series. The case of the 14-month-old 
boy presented in this paper is unusual in several 
respects. Search of the world’s medical literature 
revealed no case of interposition of virtually the 
entire jejunum and ileum and none in which the 
small intestine entered the suprahepatic spaces at 
the liver’s posterior border. This case also repre- 
sents a type of internal hernia not previously in- 
cluded in standard classifications of internal hernias. 
An associated vestigial remnant of an abnormal or 
variant fetal umbilical circulation is of additional 
interest. 

The patient was a mentally retarded infant who 
was hospitalized because of intermittent vomiting. 
The preoperative diagnosis was high intestinal 
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obstruction, probably incomplete. The mother said 
that the infant always struggled and cried exces- 
sively before each bowel movement, sometimes 
with the appearance of a “knot” in the upper ab- 
domen. The stomach at laparotomy was partially 
decompressed, whereas the duodenum was dilated 
with fluid. From the ligament of Treitz, a dilated, 
fluid-filled, tense jejunum coursed directly to the 
right side of the abdomen, to the posterior border 
of the right lobe of the liver in the “lumbar gutter” 
and thence disappeared behind the liver. The ob- 
struction was nearly complete. Beside the limb of 
jejunum, a normal transverse colon emerged from 
behind (and lateral to) the liver. The ascending 
colon, cecum, appendix, and entire small intestine 
below the first 6 to 8 cm. of jejunum were inter- 
posed between the liver and the right leaf of the 
diaphragm. Gentle traction on the small intestine 
resulted in gradual return of the displaced organs 
to their infrahepatic position. The intestine was 
largely collapsed and contained small amounts of 
gas and fluid. As the ileum came into view, so did 
a string-like cord containing 2 vessels resembling 
veins. This structure, which had been stretched 
upward behind the liver, was bluish black at first, 
but regained viable color and blood flow in a few 
minutes. It was found to connect the right lateral 
umbilical ligament (“obliterated hypogastric artery”) 
at the pelvic brim with a retroperitoneal vessel, 
probably the superior mesenteric vein, at the right 
side of the superior end of the jejunal mesentery. 
The specimen removed was a cylindrical piece of 
fatty and fibrous-appearing tissue, 7.2 cm. long and 
0.2 to 0.4 cm. in diameter. The area of attachment 
of the liver to the diaphragm was small. 

The aberrant vestigial vessels crossing the ab- 
dominal cavity may have been an etiological factor 
in bringing about the interposition. The stretched, 
tense vessels were lying predominantly above the 
posterior border of the liver with the entrapped 
intestine. Persisting vascular connections between 
the umbilical vessels and the superior mesenteric 
vein are remnants, in part, of the vitelline circula- 
tion. The cause of this infant’s mental retardation 
has not been fully investigated. The vestigial vessels 
could have served as a shunt in the fetus, bypassing 
the placenta and interfering with proper oxygena- 
tion during critical phases of cerebral development. 


Idiopathic Pulmonary Hemosiderosis. J. Espinoza, 
E. Simpfendorfer and J. Hasbun. Rev. chilena 
pediat. 29:20-33 (Jan.) 1958 (In Spanish) [Santiago, 
Chile]. 


Idiopathic pulmonary hemosiderosis is rare. The 
disease is supposed to be due to hypersplenism 
which interferes with the elasticity of the pulmo- 
nary vascular system diminishes the resistance of 
the blood vessels, and exposes them to trauma. The 
disease has its inception during the first few months 
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of life. It follows a more or less rapid course. Sur- 
vival of the patients from the appearance of first 
symptoms has varied from 5 weeks to 3 years. In 
1952, 4 cases were reported in the literature. The 
patients were subjected to a splenectomy, with 
survival and good health up to the present for more 
than 6 years after the operation. The disease ap- 
pears suddenly with intense pallor, moderate fever, 
fatigue, great weakness and diminished respiration. 
Shortly afterward there appear tachycardia, cya- 
nosis, and dyspnea. The disease runs its course with 
remissions and aggravations. The lungs on auscul- 
tation seem to be normal, whereas the roentgen-ray 
examination of the chest shows characteristic shad- 
ows of hemosiderosis, consisting of diminished 
transparency of pulmonary fields and a network 
pattern covering the pulmonary fields up to the 
periphery. The roentgen-ray picture of pulmonary 
hemosiderosis is entirely different from that of 
either miliary tuberculosis or sarcoidosis. The 
sputum contains epithelial cells and phagocytes 
filled with hemosiderin. The pulmonary tissue ob- 
tained by puncture biopsy is positive to the iron- 
pigment test. The treatment seems to consist of a 
splenectomy. 

The subject of this report was an infant, 9 months 
old, in an apparently normal state of health. The 
patient suddenly became ill, refused food, and 
constantly moaned. She was hospitalized 12 hours 
after the appearance of symptoms of weakness, 
intense pallor, moderate fever, cyanosis, and 
dyspnea. She exhibited anemia, marked tachycar- 
dia, and overloading of the right heart. The lungs 
on auscultation appeared normal. Roentgen-ray 
examination of the chest showed characteristic 
changes of pulmonary hemosiderosis. A transfusion 
of 150 ce. was given. The patient showed an im- 
mediate favorable reaction which continued for 5 
days. On the 6th day of hospitalization, however, 
she developed cyanosis and dyspnea and died. The 
autopsy showed acute pulmonary lesions of hemo- 
siderosis, infiltration, and interstitial fibrosis of the 
lungs. The liver and particularly the spleen were 
the seat of an acute hyperplastic reaction of the 
reticuloendothelial cells. Death was caused by 
acute anemia and overloading of the right heart. 
The autopsy seemed to confirm the theory that the 
disease is one of hypersplenism and that the treat- 
ment should be that of a splenectomy. 


Escherichia Coli Enteritis. V. G. Balaban. Pedi- 
atriya 36:10-16 (May) 1958 (In Russian) [Moscow]. 


The author describes the clinical and bacterio- 
logical features of enteritis due to Escherichia coli. 
The typical features of this type of intestinal dis- 
ease are the severity and persistence of anhydremia, 
severity of toxicosis (occasionally without vomiting), 
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seasonal occurrence during autumn and winter, and 
extraordinary contagiousness. The etiological role 
of the Escherichia organisms has been proved by 
the presence of an epidemic chain, by the isolation 
of Esch. coli of a serologic type during life, and by 
the culture of these organisms from the deceased, 
as well as by an antigenic culture which is identical 
with the Esch. coli O111:B4 strain. This has been 
confirmed in cross reactions of agglutinations and 
adsorption of agglutinins. The pathogenic proper- 
ties have been demonstrated in animal experiments. 
These studies establish the existence of a special 
group of acute intestinal diseases in early child- 
hood and the etiological role of Esch. coli O111:B4 
in these diseases. 


Diagnosis of Nephrolithiasis in Children. L. A. 
Diligenskaya and N. G. Dementeva. Pediatriya 
36:72-77 (May) 1958 (In Russian) [Moscow]. 


Thirteen instances of nephrolithiasis were ob- 
served between 1951 and 1955, inclusive, at the 
First Moscow Medical Institute in children who 
ranged in age from 1 year and 4 month to 9% years. 
There were 7 boys and 6 girls. The duration of 
clinical symptoms was from 1 month to 3% years. 
The authors point out that, although nephrolithiasis 
is frequent in children, it is not always diagnosed. 
The clinical picture in children lacks the usual 
characteristic symptoms. Chronic pyuria is the most 
common symptom. Nephrolithiasis is diagnosed by 
roentgenologic examination; therefore, all children 
with chronic pyuria should undergo x-ray study. 
Besides the usual roentgenograms, pyelography 
should be performed. X-ray examination in children 
is not difficult, is well tolerated, and can be carried 
out in any children’s hospital. 


Duration of Persistence of Diaplacentally Trans- 
mitted Poliomyelitis Antibodies in Infants. F. Miiller 
and H. Lennartz. Deutsche med. Wehnschr. 83: 
966-968 (May 30) 1958 (In German) [Stuttgart, Ger- 
many]. 


It is important to know how long the neutralizing 
poliomyelitis antibodies which are transmitted from 
mother to child remain present in a measurable 
titer, because this indicates the duration of the dia- 
placentally acquired immunity to poliomyelitis. The 
authors examined the serums of 182 infants, ranging 
in age from 1 to 12 months, for the presence of neu- 
tralizing antibodies to the 3 types of poliomyelitis 
virus. During the first 2 months of life all infants had 
neutralizing poliomyelitis antibodies against at 
least 1 type of virus; namely 94% against type 1 and 
88% against type 2 or type 3. Antibodies against all 
3 types of virus were present in 76%, against 2 
types in 17%, and against only 1 type in 7% of the 
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infants. The percentage of infants who had neutral- 
izing poliomyelitis antibodies decreased with ad- 
vancing age, reaching the lowest point between 
the 9th and the 11th month. Beginning with the 
12th month, there was a renewed increase in the 
percentage of antibody carriers. Most children lose 
antibodies against 1 or 2 types of viruses during the 
first 4 months, but they retain a residual immunity 
with 1 or 2 types of antibodies. The authors are 
unable to make conclusive statements about which 
of the 3 antibodies disappears first, but they feel 
that there are no essential differences. The duration 
of the persistence of the diaplacentally acquired 
antibodies seems to depend less on the type of 
virus than on the height of the titer. Only toward 
the end of the first year of life there begins a 
serologically measurable and demonstrable reaction 
to the different types of poliomyelitis virus. 

It has been suggested that young infants could 
be protected against paralytic poliomyelitis by the 
oral administration of an attenuated living virus. 
Investigators associated with Koprowski and with 
Sabin demonstrated that even infants without dia- 
placentally acquired neutralizing poliomyelitis 
antibodies respond during the early months of life 
to the oral administration of virus with a high anti- 
body titer without showing signs of illness. This 
method of active immunization with a living, atten- 
uated virus has the great advantage of doing away 
with repeated vaccinations. The booster effect is 
produced by natural contact with the types of 
poliomyelitis virus during the subsequent years. 
The authors believe that oral immunization with 
living attenuated virus has been carried out on too 
few children without neutralizing antibodies to 
permit the conclusion that paralytic forms of polio- 
myelitis will not occur. This risk could be obviated 
by employing this type of oral immunization during 
the first 2 months of life, that is, under the protec- 
tion of the neutralizing poliomyelitis antibodies 
that the infant acquires from the mother. 


Escherichia Coli Enteritis in Nurslings. I. V. Tsim- 
bler, T. S. Sokolova and T. A. Khomitskaya. Pedi- 
atriya 36:3-10 (May) 1958 (In Russian) [Moscow]. 


The authors report on 204 children admitted to 
the Institute of Pediatrics of the U. S. S. R. Acad- 
emy of Medical Sciences with a diagnosis of enteri- 
tis. In 50% of the cases the enteritis was due to 
pathogenic strains of Escherichia coli (Esch. coli 
O111:B4, Esch. coli 055, and Esch. coli 026) and 
was severest in infections with Esch. coli O111:B4. 
The pathogenic strains of the Escherichia organisms 
make this disease contagious and can lead to its 
spread in an epidemic chain. Children weakened 
by previous disease and inadequate care and those 
with parenteral foci of infection are most suscepti- 
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ble to the pathogenic strains. In these children the 
infection is manifested by an acute, toxic disease 
of the intestines. The course of the infection is 
milder in older children, but they may become 
carriers. The treatment of this type of infection 
includes antibiotics, cardiac stimulants, and intra- 
venous infusion of saline solutions. 


Megacolon and Its Treatment in Children. S. Ya. 
Doletski. Vestnik khir. 80:91-98 (May) 1958 (In 
Russian) [Leningrad]. 


The author reports on 42 children with mega- 
colon treated between 1951 and 1957 at the Second 
Moscow Medical Institute. The ages of the children 
varied from 1 month to 14 years. There were 26 
boys and 16 girls. Sixteen patients were operated 
on; the rest were treated conservatively. Histologi- 
cal studies demonstrated that megacolon in a child 
is always associated with a lack of parasympathetic 
ganglions in Auerbach’s plexus of the large intes- 
tine. The clinical manifestation of the predomi- 
nance of the tonicity of the sympathetic plexus over 
the incompletely developed parasympathetic is a 
continuous spasm of the rectosigmoidal segment. 
The dilatation of the large intestine is the conse- 
quence of its advancing decompensation in its 
struggle to overcome the resistance of the distal 
constriction zone. Medical treatment must be ap- 
plied with the aim of giving the neuromuscular 
centers of the large intestine time to adjust their 
function to the state of abnormal innervation. Re- 
section of the rectosigmoidal segment should be 
done if the medical treatment fails. The dilated 
portion of the large intestine is to be left alone. 


UROLOGY 


Genitourinary Focus in Rheumatic Disorder in the 
Male. B. Domeij, G. Giertz, B. Olhagen and R. 
Romanus. Acta chir. scandinav. 115:1-10 (No. 1-2) 
1958 (In English) [Stockholm]. 


Clinical observations long ago suggested a rela- 
tionship between certain urologic diseases and 
rheumatic disorders. The authors point to the 
Fiessinger and Leroy syndrome of nonspecific 
urethritis, polyarthritis, and conjunctivitis in the 
French literature and show that in the literature of 
other countries, particularly the Anglo-American, 
Reiter’s name has been coupled with this syndrome. 
In the department of surgery and the urologic unit 
of Karolinska Sjukhuset in Stockholm, a relationship 
between urologic disorders and pelvospondylitis 
ossificans had been established by Romanus in 1953. 
The problem was studied in the department of 
rheumatology from 1954 onward. At first, patients 
with verified cases of pelvospondylitis were chiefly 
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examined urologically, but once it was found that 
a large number of patients with polyarthritis and 
with only peripheral joint manifestations had his- 
tories of genitourinary disorders clearly linked in 
time with the onset of the condition a more sys- 
tematic collaboration started with the urologic unit. 
For more than 12 months the urologists of this team 
(Giertz and Romanus) held a weekly conference 
with their colleagues of the department of rheu- 
matology in order to examine and follow up prac- 
tically all male patients admitted to the latter 
department, a total of 190, Both urologists, as a 
rule, examined each patient, and the results were 
later compared. 

The urologic examination included palpation 
of the prostate and seminal vesicles, as well as 
cytological and bacteriological examination of the 
material expressed from these glands. The rheu- 
matologic diagnoses were pelvospondylitis ossifi- 
cans (ankylosing spondylitis), rheumatoid arthritis, 
and “postinfectious polyarthritis” (Reiter syndrome, 
postgonorrheal arthritis, rheumatic fever) among 
others. A control series of 66 men, without rheu- 
matic disorders but of corresponding ages, was also 
examined. Chronic inflammatory changes of the 
prostate and seminal vesicles, with or without signs 
of activity, were demonstrated in one-third of the 
control group, in more than one-half of the patients 
with rheumatoid arthritis, in 85% of those with 
postinfectious polyarthritis, and in 97% of the 73 
patients with pelvospondylitis. About two-thirds of 
the patients in the latter group had a history of 
genitourinary disorder. The possible etiological 
significance of these observations is discussed. 


Cancer of the Penis: A Clinical Study of 229 Cases. 
T. Ekstrom and F. Edsmyr. Acta chir. scandinav. 
115:25-45 (No. 1-2) 1958 (In English) [Stockholm]. 


The aim of this study was to evaluate the results 
of the treatment of penile cancer employed in 
Sweden from 1920 to 1955. The records of 229 
patients with histologically verified cancer of the 
penis were analyzed. Of these, 194 were treated 
before 1952 and were followed up for at least 5 
years or until death. All were regularly examined 
at intervals of 2 to 6 month. The mean age of the 
patients was slightly more than 60 years. The 
youngest patient was 23 years old, and the oldest 
84. Phimosis was present in about half of the pa- 
tients. Treatment of the primary tumor consisted 
of amputation of the penis. Only in relatively few 
patients was local excision or radiotherapy alone 
employed. Inguinal node dissection was performed 
only when spread was suspected, either in associa- 
tion with treatment of the primary tumor or later. 
In the remaining cases the inguinal regions were 
irradiated with telegamma in fractionated dosage. 
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The frequency of metastatic spread was correlated 
with various factors of possible importance. The 
patient's age and the site and histological differen- 
tiation of the tumor appeared to be important in 
this respect. The duration of symptoms, on the 
other hand, apparently was without significance for 
spread. The size of the primary tumor likewise 
failed to affect the frequency of spread. Only pa- 
tients treated before 1952 were considered in the 
prognostic evaluation. Patients with at least 5 years 
of metastasis-free survival were classed as cured. 
Prognostic evaluation was considered impossible in 
patients who died of other disease within 5 years 
and displayed no signs of metastases. 

Of the 112 patients in the “metastases-free” 
group, 101 (90%) were cured; the corresponding 
figures for the 55 patients in whom inguinal metas- 
tases were removed were 21 (38%); for the 65 with 
metastases the cure rate was 21 (32%); in the total 
series of 177 patients, 122 (69%) were cured. The 
grade of malignancy of the primary tumor seemed 
to influence the prognosis principally by the greater 
incidence of metastatic spread in tumors of low 
differentiation. Preputial cancer seemed to be more 
“benign” than other forms of penile cancer; metas- 
tases occurred less often. Although the frequency 
of inguinal spread was higher in the younger pa- 
tients, the prognosis in this group was not definitely 
poorer than in the rest of the series. 

Amputation of the penis 2 cm. below the tumor 
implies radical removal of the latter. If the primary 
tumor is so large that amputation would result in 
a very short or no penile stump, total extirpation of 
the penis and perineal urethrostomy should be per- 
formed. Local recurrence after amputation occurred 
in 9 patients with advanced cancer in whom this 
requirement was not fulfilled. Local excision ap- 
pears to be justified when the cancer is confined to 
the prepuce. It does not seem adequate for small 
superficial tumors of the glans. Irradiation of the 
primary tumor may be itself produce cure in se- 
lected cases. The results do not indicate the advis- 
ability of routine dissection of lymph nodes. This 
presupposes regular follow-up. In younger patients 
(less than 40 years), however, it is possible that 
lymph node dissection should be performed, as 
metastases are common in such patients. Suspected 
inguinal metastases at the time of amputation or 
occurring later should be extirpated. If the sus- 
picion is confirmed, the contralateral groin should 
be dissected. When inguinal nodes are not removed 
simultaneously with penile amputation, the malig- 
nancy of the primary tumor provides some guidance 
in doubtful cases. The risk of surgical complications 
seems to be less when inguinal dissection is per- 
formed in a later stage, after the septic adenitis has 


subsided. 
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Foreign Bodies in the Kidney: A Case of a Needle 
Within the Calyces. J. Naulleau and S. Sakka. 
Presse méd. 66:705-707 (April 23) 1958 (In French) 
[Paris]. 


Remnants of a needle, which was probably 
swallowed in childhood, were responsible for sub- 
costal pain on the left side in a 21-year-old patient. 
The trouble apparently began at the age of 9 years 
when he had subcostal pain radiating to the left 
side of the lumbar region and around the umbilicus. 
The attacks of pain were precipitated by physical 
effort, but sometimes occurred without apparent 
reason during the day or in the course of the night 
when they were severe enough to awaken the pa- 
tient. These intermittent painful phenomena were 
the only functional troubles; there were no diges- 
tive signs, except occasional abdominal distention, 
and no urinary disorders. Several erroneous diag- 
noses were made, but the foreign bodies remained 
unrecognized for 18 years, during which the attacks 
of pain became increasingly severe and frequent. 
The patient, who had been forced to restrict his 
activities and whose disposition was being adverse- 
ly affected, eventually consulted the authors. Only 
one sign was found on clinical examination: per- 
cussion of the left side of the lumbar region pro- 
voked pain projected forward into the left-sided 
hypochondrium; this resembled the patient’s spon- 
taneous pain in its topography and characteristics 
and suggested either a pancreatic or a left renal 
lesion. Roentgenograms revealed 2 metallic frag- 
ments suggesting a broken needle. Calcareous in- 
crustations surrounded the fragments. Intravenous 
urography established the intrarenal location of 
these foreign bodies and showed that they were 
lodged in the lower calyces which were greatly 
dilated. At operation one of the fragments and the 
concretions surrounding it were removed through 
a pyelotomy incision. Nephrotomy, however, was 
required for removal of the second fragment which 
was larger and more deeply embedded in the lower 
calyces. Convalescence was uneventful; the patient 
was completely free from his former pain and was 
able to return to work. A control urography 2 
months after operation showed that the dilation of 
the calyces had disappeared; it provided a disagree- 
able surprise, however, by revealing a third ex- 
tremely small (1 mm.) metallic fragment that had 
been overlooked at operation. Reexamination of the 
preoperative films then led to the discovery of a 
previously unnoticed detail—the longer fragment 
was composed of 2 sections, the smaller and inner- 
most of which had been left behind. A second 
roentgenogram made during the operation, after 
removal of the first 2 metallic fragments, would 
have revealed the presence of the third, which may 
in time become the center of a new calculus. 
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OPHTHALMOLOGY 


Acetazolamide (Diamox) Therapy in Chronic Glau- 
coma: A Three-Year Follow-Up Study. C. A. de 
Carvalho, C. Lawrence and H. H. Stone. A. M. A. 
Arch. Ophth. 59:840-849 (June) 1958 [Chicago]. 


Acetazolamide (Diamox) became available as an 
additional therapeutic agent for the management 
of glaucoma in 1954, but the mechanism of action 
of this drug as well as its exact locus of action still 
remains to be demonstrated. Since carbonic anhy- 
drase is known to be present in lens epithelium, 
ciliary body, and retina, 2 problems present them- 
selves: 1. Does long-term administration of aceta- 
zolamide interfere with the metabolic processes of 
ocular tissues? 2. Will the prolonged administration 
of acetazolamide irreversibly suppress the process 
of aqueous formation, i. e., produce a “biochemical 
cyclodiathermy”? The patients on whom the 
authors made their studies were drawn from the 
general glaucoma clinic of the Wilmer Institute, 
Johns Hopkins University, Baltimore, and were 
studied in the Diamox research clinic. The present 
study covers the period from October, 1953, to 
February, 1957. The majority of the patients 
studied had had 1 or more filtering operations with 
subsequent uncontrolled tensions prior to their ad- 
mission to the Diamox research clinic; the others 
had had no previous surgery, but their tensions 
could not be controlled on maximal medical ther- 
apy, and they were therefore referred to the Dia- 
mox research clinic. All the patients in this series 
were on maintenance therapy with pilocarpine, 2% 
to 7%, and 0.25% physostigmine 5 times daily in 
addition to ointment at bedtime, and some patients 
were also given 0.1% isoflurophate once daily. In 
addition, they received an average dose of 1 Gm. 
of acetazolamide a day, given in divided doses of 
250 mg. 4 times a day. Follow-up visits occurred at 
6-to-8-week intervals. 

Of 24 patients with chronic open-angle glaucoma, 
uncontrolled by maximal medical therapy, 21 had 
controlled intraocular pressures over a 3-year 
period of acetazolamide and miotic therapy. The 
average reduction in pressure was 12mm. Hg, and 
the lowered pressure was primarily due to a reduc- 
tion of aqueous flow (average 60%) as measured 
by tonography. The over-all percentage of failures 
in this series of clinic patients was 13% to 21%; 6 
of 28 eyes revealed progressive visual field loss in 
spite of controlled intraocular pressure. The exact 
site and mode of action of acetazolamide still re- 
main to be established, but there is no evidence 
that long-term acetazolamide therapy irreversibly 
suppresses the formation of aqueous humor. After 
discontinuation of long-term acetazolamide ther- 
apy, the intraocular pressure rose to essentially 


7 
H 
: 
Satis 
: 


Vol. 168, No. 3 


pretherapy levels. The longest follow-up of con- 
tinuous acetazolamide therapy in this series was 
38 months. Acetazolamide appears to be a rela- 
tively safe drug. No significant ocular complica- 
tions occurred. Vision and visual fields were 
maintained in many eyes in which the prognosis 
would have been poor without the addition of 
acetazolamide therapy. Until longer follow-up 
studies are available, it is advisable to defer the 
use of long-term acetazolamide therapy until the 
various local therapeutic agents have proved in- 
adequate. It should then be used as an adjunct to 
other therapeutic measures and not as a substitute. 
It cannot be overemphasized that this study deals 
solely with chronic simple glaucoma. Except dur- 
ing the immediate preoperative period, acetazola- 
mide therapy has no place in the management of 
acute, congestive, or closed-angle glaucoma. 


Hereditary Optic Atrophy. H. A. Iverson. A. M. A. 
Arch. Ophth. 59:850-853 (June) 1958 [Chicago]. 


Congenital hereditary optic atrophy is a rare but 
important specific entity, which is seldom recog- 
nized. It is distinct from Leber’s hereditary optic 
atrophy, particularly as to its age of onset, course, 
relative absence of associated physical abnormali- 
ties, and pattern of hereditary transmission. In the 
majority of the cases described in the literature, 
there is moderate pallor of both optic disks with 
sufficient atrophy so that the cribiform plates are 
well made out. There is moderate to severe loss of 
vision. The optic atrophy is thought to be present 
at birth. Hereditary optic atrophy affects both 
sexes, and it may be transmitted to successive 
generations through either the male or the female. 
A young boy and a young girl were brought under 
observation because of poor vision. The family 
history of these 2 children, who were siblings, 
indicated further visual difficulties in the family. 
Five persons showing moderately severe optic 
atrophy were found in 4 generations consisting of 
18 persons. Another person, now deceased, can be 
presumed to have had the same condition. A further 
patient showed a mild disease of the optic disks. 
Fourteen of the 18 members of the family came 
under examination. The condition appears to be 
congenital, and it is transmitted as a dominant 
trait. 


Uveitis Caused by Helminths and Protoza. J. F. 
Kessel. A. M. A. Arch. Ophth. 59:854-860 (June) 1958 
[Chicago]. 


It has been recognized for many years in Africa 
and in certain areas of Central and South America 
that microfilariae of Onchocerca volvulus produce 
blindness. Insect larvae have frequently been found 
to cause ocular myiasis. Additional reports involv- 
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ing the relationship of other animal parasitic infec- 
tions to uveitis have been presented within the last 
few years. Ocular infection with any living agent 
of disease, whether virus, bacterium, fungus, or ani- 
mal parasite, should be looked upon merely as an 
incident during the general infection of man by 
that parasite. The author summarizes earlier knowl- 
edge on uveitis caused by helminths and protozoa 
and reviews the recent reports. Both helminths and 
protozoa have been found in the uveal tract in man. 
The helminths are all developmental forms and are 
represented by (1) microfilariae of Onchocerca and 
possibly Wuchereria and (2) migrating larvae of 
other nematodes. The latter most probably occur as 
an incident to visceral larva migrans, which is 
caused most frequently by Toxocara canis. 
Regarding protozoa as etiological agents of cho- 
roidal injury, the author says that recent studies 
indicate that trypanosomiasis alone is rarely asso- 
ciated with keratitis or choroiditis. Toxoplasma 
gondii has been definitely shown to be responsible 
for chorioretinitis of man. This may occur in toxo- 
plasmosis of either the congenital or the postnatal 
type. With regard to Entamoeba histolytica, the 
author says that certain cases of central serous cho- 
roidosis occurring in association with amebiasis 
have been found to respond to standard amebic 
therapy. Either a direct invasion by E. histolytica 
into the tissues or a hypersensitization in the ab- 
sence of amebas in the macular lesion is suggested. 


Newer Concepts in Treatment of Metastatic Ocular 
Carcinoma. R. Buxeda. Bol. Asoc. méd. Puerto Rico 
50:154-158 (April) 1958 (In English) [Santurce]. 


Metastatic carcinoma of the eye is the most com- 
mon secondary tumor of the inner eye. The left eye 
is more frequently affected than the right. Bilateral- 
ization is a common occurrence. The site of the 
primary tumor, in order of frequency, is the female 
breast, the lung, the alimentary tract, the thyroid, 
and the liver. The prostate, the ovary and the parot- 
id gland give rise to eye metastases in very rare 
instances. The tumor is more frequent in women 
than in men, and in women between the ages of 
40 and 50 years. Ocular metastases of carcinoma 
appear early during the development of the primary 
tumor. The symptoms of the ocular metastases ap- 
pear several months before those of the primary 
tumor in many cases. The posterior region of the 
choroid is the most frequently involved portion of 
the eye, especially its temporal side near the macu- 
la. The ophthalmoscopic appearance of choroidal 
metastatic carcinoma is typical. The swelling ap- 
pears as a thickening of the choroid with a shallow 
retinal detachment at the anterior choroidal pole. 
The tumor develops rapidly. Acute pain appears 
early and frequently involves the necessity of 


346 MEDICAL LITERATURE ABSTRACTS 


enucleation. The span of life after the appearance 
of acute symptoms varies between 4 weeks and 8 
months and, in rare cases, 2 years. Cachexia and 
multiple metastases in many organs of the body 
develop rapidly. Up to the present time the treat- 
ment was considered as palliative. Of late, it has 
been found that the span of the patient's life can 
be prolonged and the eyesight improved by means 
of properly selected hormone therapy or by means 
of gynecologic operations or neurosurgery aimed at 
eliminating all sources of hormones that favor the 
growth of the metastases. Hormone therapy or sur- 
gical operations give satisfactory results, according 
to the literature, when the primary tumor is hor- 
mone-dependent. 


Dietary Treatment of Myopia in Children. P. A. 
Gardiner. Lancet 1:1152-1155 (May 31) 1958 [Lon- 
don]. 


Myopic children, in general, grow more irregu- 
larly and mature earlier than their fellows. The 
rate of visual deterioration coincides in both time 
and degree with spurts of physical growth. Increase 
in myopia is greater and commoner in children who 
refuse animal protein in their diet than in those 
whose tastes are more catholic. A nutritional prob- 
lem has been exposed, in that myopic children 
whose eyes are deteriorating eat less food for every 
pound they increase in weight than do normally 
sighted children and those myopes whose eyes are 
not deteriorating. The food element most noticeably 
implicated is animal protein. The present investi- 
gation, of which this is a preliminary report, was 
based on the possibility that rectification of the 
apparent imbalance of growth and nutrition might 
diminish the deterioration in eyesight which is seen 
in most myopic children. 

In a group of short-sighted children who at- 
tended the research clinic at Guy’s Hospital, Lon- 
don, and received extra animal protein, the rate of 
visual deterioration was much less than in a group 
who attended the ordinary school ophthalmic clinic 
and whose diet was not changed. The difference 
in treatment between the 2 groups lay primarily in 
the increased amount of animal protein consumed 
by the treated group, though it is clear that other 
factors were at work. With a few exceptions among 
the younger children, those who carried out the 
treatment most assiduously tended to deteriorate 
more slowly than their more casual fellows. Of the 
children over 12 years of age, there was actual 
improvement in most of those who took the greatest 
quantity of animal protein. Whatever may be the 
cause of acquired myopia in children and adoles- 
cents, its course can be beneficially modified by 
dietary means. The factors involved still need 
elucidation. 
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THERAPEUTICS 


A New Concept in the Treatment of Penicillin Re- 
actions: Use of Penicillinase. R. M. Becker. Ann. 
Int. Med. 48:1228-1242 (June) 1958 [Lancaster, Pa.]. 


This report is concerned with the clinical effec- 
tiveness of penicillinase in humans with penicillin 
reactions. Penicillinase is an enzyme specific for its 
substrate penicillin. It can be obtained from several 
strains of bacteria, including staphylococci and 
Escherichia coli. Commercially it is produced in 
greatest abundance from cultures of Bacillus cereus, 
strain NRRL-B 569. The inactivating action of 
penicillinase is through its catalytic hydrolysis of 
the lactam ring of the penicillin molecule, changing 
penicillin to penicilloic acid, which is nonantigenic 
in this sensitivity system. In an earlier study it was 
found that in guinea pigs and in humans who had 
received penicillin, and in whom consistent penicil- 
lin blood levels were established, no circulating 
penicillin could be found within an hour or less 
after a parenteral injection of penicillinase. No toxic 
effects from penicillinase were noted. 

Forty-six patients with penicillin reactions were 
treated with penicillinase. Twenty-four of these 
patients were treated with intramuscular injections 
of penicillinase alone, with uniformly good results. 
The other 22 patients had previously received or 
were given concomitantly various antihistamines 
and/or corticotropin and steroids. In 20 of these 
patients the favorable clinical response seemed to 
be directly attributable to the penicillinase. In the 
2 cases with a poor response, the penicillinase was 
given weeks to months after the reaction started. 
In 1 case that could be classified as only a fair 
response, the penicillinase was given 2 weeks after 
the onset of the reaction. No systemic toxic reac- 
tions to single or multiple injections of penicillinase 
were noted. A few patients complained of pain at 
the site of injection, and 1 patient had a local re- 
action with induration which may or may not have 
been due to the enzyme. Penicillinase should prove 
to be an extremely valuable adjuvant therapy in 
the treatment of penicillin reactions. 


Use of Radioactive Iodine in the Treatment of 
Angina Pectoris. R. L. Segal, S. Silver, S. B. Yohalem 
and R. A. Newburger. Am. J. Cardiol. 1:671-681 
(June) 1958 [New York]. 


The authors report on 65 euthyroid patients, 46 
men and 19 women, between the ages of 34 and 74 
years, with intractable angina pectoris, who were 
given a tracer dose of radioactive iodine (I'*') and 
in whom the uptake by the thyroid gland was 
measured at 24 hours by the usual method. Most of 
them had an uptake of less than 55% at 24 hours. 
The patients were then given a therapeutic dose of 
I'*', After 8 to 12 weeks the clinical results were 
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evaluated. If adequate clinical response had oc- 
curred or complete myxedema was present, no 
further therapy with I'*' was practiced. If there was 
an unsatisfactory clinical response and myxedema 
was not present, a second therapeutic dose was 
administered. A similar routine was followed at 
3-month intervals until either a clinical response 
had occurred or myxedema was present and had 
been confirmed by appropriate laboratory studies. 

Of the 65 patients, 15 (about 25%) who received 
an average dose of 24 me. of I'*' and who retained 
12.5 me. obtained excellent results, being essentially 
free of anginal pain and able to assume a reason- 
ably normal life. Twenty-three patients who re- 
ceived an average dose of 34.2 mc. of I'*' and who 
retained 9 mc. obtained good results, with a signifi- 
cant reduction in the frequency and severity of the 
anginal attacks; angina decubitus, if present before 
the institution of radioactive iodine therapy, was 
completely relieved. Nine patients who received an 
average dose of 33 mc. of I'*’ and who retained 13 
me. obtained fair results, with some lessening of 
the frequency and severity of anginal attacks but 
with impairment of activity still present. Ten pa- 
tients who received an average dose of 32 mc. of 
I’ and who retained 10 mc. were therapeutic 
failures. Eight patients died within 3 months of 
therapy, 5 of the 8 died within 1 month of therapy, 
and in 3 of these there was an exacerbation of 
cardiac symptoms possibly secondary to an acute 
irradiation thyroiditis. The reaction of severe acute 
irradiation thyroiditis occurred only in those pa- 
tients who received a retained dose of more than 
12 me. as the initial dose. Generalized side-effects 
were primarily those due to the induction of myx- 
edema, consisting of sluggish mental functioning 
and muscle cramps, cold skin, tendency to fatigue, 
and general lassitude. In addition to myxedema 
there were the inevitable side-effects of general 
body irradiation. 

In patients with intractable angina pectoris, the 
induction of myxedema or a hypothyroid state by 
ablation of the thyroid gland with I'"' is of definite 
value for producing symptomatic relief. The indica- 
tion for treatment is severe intractable angina pec- 
toris of relative stability which has been resistant 
to standard cardiac therapy. The contraindications 
are preexisting hypothyroidism and recent coro- 
nary artery occlusion, Symptoms of myxedema can 
be partially controlled by the administration of 
small doses of thyroid extract, without reactivating 
the anginal pain. Acute irradiation thyroiditis may 
cause transient hyperthyroidism, and this may be a 
contributory cause of death after therapy. Adjust- 
ment of time-dose relationship may prevent this 
reaction. It is recommended that the first series of 
treatment should be given in 2 or 3 fractional doses 
at weekly intervals; the first dose should be selected 
so that not more than 7 me. is retained by the 
normal-sized thyroid gland. 
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Effect of 6-Mercaptopurine in 41 Cases of Acute 
Leukemia in the Adult. Y. Kenis, T. Peltzer and 
H. J. Tagnon. Rev. hémat. 13:132-147 (April-June) 
1958 (In French) [Paris]. 


Thirty adult patients with acute leukemia were 
treated with mercaptopurine. One complete remis- 
sion, 6 partial remissions, and 3 clinical remissions 
were secured. The depressive effect of mercapto- 
purine on the leukocytes was observed in almost all 
the patients. Nine other patients with chronic 
myeloid leukemia undergoing transformation to 
acute leukemia were also treated with mercapto- 
purine. Only 2 partial remissions were obtained in 
these patients. No improvement was seen in 2 pa- 
tients with chronic lymphoid leukemia who were 
treated with mercaptopurine during periods of 
acute lymphoblastic exacerbation. 

The effect of mercaptopurine on the blast cells 
and on the leukocytes is often rapid, but clinical 
improvement, when it occurs, does not appear until 
3 weeks at the earliest after the start of the treat- 
ment, and complete remission does not become 
evident until after 3 months of treatment. Adminis- 
tration of the drug should therefore be continued 
until the leukemic cells have disappeared com- 
pletely from the bone marrow or until definite 
medullary hypoplasia becomes evident. 


Clinical Comparison of 6 Digitalis Preparations by 
the Parenteral Route. C. Aravanis and A. A. Luisada. 
Am. J. Cardiol. 1:706-716 (June) 1958 [New York]. 


The authors report on 162 patients, between the 
ages of 21 and 90 vears, 138 of whom had heart 
failure, the remaining 24 were patients of the 
average age of 65 years without heart failure who 
served as controls. The 162 patients were divided 
into 6 groups of 27 each, and a different commercial 
preparation of digitalis was given to each group. 
These preparations were digitoxin (Digitaline Na- 
tivelle), digoxin (Lanoxin), deacetyl-lanatocide C 
(Cedilanid D), gitalin (Gitaligin), a complex of 
glycosides (Ouabain), and acetyl-digitoxin alpha 
(Acylanid). The drugs were administered by intra- 
venous injections as a rule, and some patients were 
given intramuscular injections. Full digitalization 
was obtained within 2 to 4 days with comparable 
doses. Clinical data, venous pressure and circula- 
tion time, roentgenologic and electrocardiographic 
data were noted for 7 days. The rating of the prepa- 
rations used was based on the following criteria: re- 
duction of pulse at the end of treatment, rapidity 
of improvement, changes in venous pressure and 
circulation time, reduction in size of the heart, 
electrocardiographic changes, and toxic manifesta- 
tions. The following doses were considered average 
total doses for intravenous digitalization: digitoxin, 
1.2 to 14 mg.; acetyl-digitoxin, 1.04 to 1.6 mg.; 
digoxin, 2 to 2.2 mg.; Cedilanid D, 2 to 2.2 mg.; 
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gitalin, 4 to 5 mg.; and Ouabain, 0.50 to 0.75 mg. 
These total doses were ascertained by subtracting 
the average daily eliminated dose from the total 
dose received. 

The greatest effect on heart rate was obtained 
with digoxin and Cedilanid. The greatest rapidity 
of effect was obtained with Ouabain followed by 
digitoxin. The greatest decrease of signs of con- 
gestion was obtained with digitoxin, acetyl-digi- 
toxin, or digoxin. The greatest decrease of cardiac 
size was obtained with digitoxin or acetyl-digitoxin. 
This does not confirm previous studies of the 
authors, according to which Ouabain would exert 
a greater action than the above-mentioned glyco- 
sides. The greatest changes in the electrocardio- 
gram were exerted by digitoxin; the smallest, by 
Cedilanid. This was considered as a point in favor 
of the latter. The greatest toxicity was found with 
digoxin, while digitoxin did not seem to present 
special problems. Gitalin seems to have an inter- 
mediate position from the various points of view. 
The over-all rating of the glycosides is discussed. 
This, however, should not be unduly stressed, as 
special indications were found for several glycosides. 


PATHOLOGY 


The Healing of Myocardial Infarction. M. D. Zaikin. 
Klin. med. 39:103-110 (May) 1958 (In Russian) 
[Moscow]. 


The author reports on a postmortem study of the 
hearts of 50 patients who died as the result of a 
myocardial infarction. The majority in this group 
were patients, 50 to 70 years old. Severe athero- 
sclerosis of the coronary arteries with narrowing 
of the lumen was found in 40 patients; 9 hearts pre- 
sented a moderate degree of atherosclerosis of the 
coronary arteries; and 1 patient had normal coro- 
nary arteries. Coronary thrombosis was found in 22 
cases only. These were cases with advanced athero- 
sclerosis of the coronaries. The author distinguishes 
2 types of infarction: (1) infarcts, in the absence of 
thrombosis of the coronary branches, which are the 
result of a prolonged spasm manifested morpho- 
logically as small necrotic foci involving exclusively 
muscle fibers; (2) infarcts which are the results of 
thrombosis of 1 of the large branches of the coro- 
nary system, with extensive involvement of the 
myocardium characterized by necrosis of both 
muscle fibers and interstitial tissues with blood 
vessels. The healing of the small myocardial in- 
farcts takes from 5 to 6 weeks. Complete healing of 
extensive myocardial infarction takes place at 
various periods of 2% to 4 months. The healing 
time required depends upon the age of the patient, 
the extent of necrosis, the degree of atherosclerosis 
of the coronary arteries, and the functional state of 
the myocardium. 
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The Histologic Patterns of Ruptured Myocardial 
Infarcts. W. J. Freeman. A. M. A. Arch. Path. 65: 
646-653 (June) 1958 [Chicago]. 


Rupture of the myocardium may be caused by 
trauma, infection, or neoplastic disease, but by far 
the commonest single cause is myocardial infarction 
due to arteriosclerosis of the coronary arteries. 
Every case of acute myocardial infarction is a po- 
tential case of rupture. The mechanisms leading to 
rupture are only partly understood, and so the 
significance of clinical events cannot be properly 
evaluated. This study of the histology of ruptured 
infarcts, based on material from the autopsy files of 
the Grace-New Haven (Conn.) Community Hos- 
pital from 1925 to 1954, was undertaken with the 
aim of determining such mechanisms. Attention was 
drawn to certain general factors, which either in- 
crease the rupturing force (e. g., hypertension, lack 
of adequate bed rest) or decrease the ability of the 
ventricular wall to resist the force (e. g., age, 
general debility, myocardial atrophy). There were 
38 ruptures in 484 patients with myocardial infarcts. 
Two of the 38 cases were disregarded as not ger- 
mane to the problem: one, a case of rupture of the 
interventricular septum with survival of the patient 
for almost a year, and the other, a case of dissecting 
hemorrhage from a fibrotic aneurysm of the left 
ventricle. 

The remaining 36 cases were arranged in the 
order of the time interval between clinical diagnosis 
of infarction and death. The commonest intervals 
between clinically apparent infarction and death 
were less than 24 hours and from 3 to 7 days. Histo- 
logical examination of the hearts demonstrated 
multiple superimposed infarcts, the commonest 
pattern being that of a multiple subendocardial 
infarct of an indicated age of 3 to 7 days, sur- 
rounded by a very recent transmural infarct, asso- 
ciated with a single occlusive thrombus in a major 
coronary artery. Indirect evidence indicated that 
the older, smaller infarct was caused by partial 
obstruction of the major vessel at the site of even- 
tual thrombosis. The hypothesis is proposed that 
rupture is most likely to occur when an ischemic 
infarct is followed in 3 to 7 days by coronary throm- 
bosis and a superimposed transmural infarct. 


Amyloidosis of the Heart. R. M. Mulligan. A. M. A. 
Arch. Path. 65:615-630 (June) 1958 [Chicago]. 


In a study of the causes of death of 1,150 persons, 
70 years of age and older, autopsied at the Colorado 
General Hospital, Denver, between July 1, 1940, 
and July 1, 1955, the 17 cases of amyloidosis of the 
heart observed in 16 men and 1 woman constituted 
1.5% of the total. Since the ratio of men to women 
among these 1,150 persons was 2.5:1, the corrected 
ratio for amyloidosis of the heart was 6.4:1. Fifteen 
patients were 80 to 89 years of age, and the remain- 
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ing 2 were 72 and 77. Amyloidosis of the heart was 
the cause of death in 7 patients and was a contrib- 
uting cause in the other 10 patients. Symptoms and 
signs of cardiac failure not responding readily to 
treatment were common. The chest roentgenograph 
revealed variable heart size, pulmonary edema, and 
hydrothorax. Important findings in the electrocar- 
diogram were low voltage of ventricular complex, 
low amplitude of atrial complex, delayed intra- 
ventricular conduction, and partial atrioventricular 
block. Amyloid, appearing most frequently as gross 
granules in the atrial endocardium and as granules 
or diffuse infiltrations of the myocardium of all 
chambers, was less common in the epicardium and 
valves. The hearts affected ranged from normal size 
to striking hypertrophy. Coronary arteriosclerosis 
was usually minimal to moderate and nonocclusive. 

The amyloid, deposited in the myocardium, pre- 
dominantly among the muscle fibers and the capil- 
laries, was metachromatic with methyl violet or 
crystal violet, variably red with Congo red, and a 
distinctive shade with ammoniacal silver. The ap- 
parent common denominators of amyloidosis of the 
heart were senility and malnutrition. In this con- 
nection the author comments on (1) weight loss, 
anemia, poor dentition, and atrophy of the liver; 
(2) restricted intake, impaired absorption, and faulty 
utilization of food; (3) progressive decline of blood 
albumin, rise of blood globulin, and fall of thiamine 
with age in both sexes; and (4) progressive decline 
of blood ascorbic acid with age in men. Amyloi- 
dosis, regardless of localization, is properly thought 
of as secondary on the basis of a disturbance of 
blood proteins, in which hyperglobulinemia is para- 
mount. Other factors as yet unappreciated may also 
be operative. Study of the blood proteins by electro- 
phoresis and an accurate mapping of amyloid in the 
heart in relation to the conduction system are de- 
sirable in future investigations of amyloidosis of the 
heart. 


Pseudoneoplastic Changes of the Vesical Mucosa 
After Radium Therapy for Cervical Carcinoma. 
P. Natale, R. Grattarola and E. Mattea. Minerva 
ginec. 10:229-232 (March 31) 1958 (In Italian) 
[Turin, Italy]. 


Radio therapy for cervical carcinoma may pro- 
duce tissue changes of the vesical mucosa which on 
cytological and histological examinations simulate 
neoplastic lesions. These tissue changes may some- 
times appear several years after discontinuance of 
radio therapy. Since they regress spontaneously, 
surgical therapy is not indicated and might even 
be harmful. 

The authors report on 2 patients who had re- 
ceived radio therapy for cervical carcinoma of type 
2. One woman at the age of 64 years was given 
radio therapy which produced complete remission 
of the tumor. Two years after discontinuance of the 
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treatment, the patient complained of macroscopic 
terminal hematuria accompanied by mild _ stran- 
guria and no pyuria. At a gynecologic examination 
the cervix uteri was normal and there was no infil- 
tration into the parametrium. At cystoscopic ex- 
amination part of the bladder mucosa was covered 
with lentil-size protuberances, which were red in 
color and were a source of easy bleeding. The sur- 
rounding mucosa was pale in color with a few 
spots of telangiectasia. Endoscopic examination in- 
dicated the presence of a vesical tumor, and bioptic 
examination showed a bladder carcinoma. No sur- 
gical operation was performed because some doubts 
still persisted about the existence of cancer. Seven 
months later the bladder was found free of the new 
growth. The other woman was operated on for 
mammary carcinoma at the age of 27 and was 
given a course of radio therapy for cervical car- 
cinoma when she was 37 years of age. She com- 
plained of macroscopic terminal hematuria accom- 
panied by mild stranguria 5 years after discontinu- 
ance of radio therapy. Cystoscopic and endoscopic 
examinations indicated the presence of small car- 
cinoma nests on the bladder mucosa but no in- 
vasion of the parametrium. No surgery was per- 
formed. Retrogression of the new growth on the 
bladder mucosa was established on endoscopic ex- 
amination 18 months later. 


Cytomegalic-Inclusion Disease in the Adult. E. R. 
Fisher and E. Davis. New England J. Med. 258: 
1036-1040 (May 22) 1958 [Boston]. 


The occurrence of cytomegaly with intranuclear 
inclusions is well recognized in newborn and older 
infants, but it is less widely known that a similar 
cytopathological alteration may be present in 
adults. A review of the literature revealed 17 cases, 
and it appears significant that almost all the pa- 
tients, except those in whom cytomegaly was lim- 
ited to the epithelium of gastrointestinal ulcers, had 
a debilitating disease, such as septicemia, blood 
dyscrasia or other hematological disorder, malig- 
nant lymphoma, or pneumonitis due to Pneumo- 
cystis carinii. The authors describe the clinical and 
pathological findings in 2 adults with cytomelagy 
with intranuclear inclusions. This cellular change 
was present in the lungs, liver, lymph nodes, 
adrenal cortex, and bone marrow in one patient, 
who had myelogenous leukemia, but was confined 
to the lungs in the other. A fibrosing interstitial 
pneumonitis apparently due to the cytomegalic in- 
fection was present in both. This relation appears 
worthy of note, since pneumonitis in previous ex- 
amples of adult cytomegaly has been attributed to 
associated infection with P. carinii or other causa- 
tive agents. 

The Pneumocystis organisms were not identified 
in the lungs of the 2 patients, despite a careful 
search of many sections with various staining tech- 
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niques considered to facilitate their identification. 
The lungs appeared congested and hemorrhagic 
rather than the characteristic gray of pneumocystis 
pneumonitis. The interstitial fibrosis and lympho- 
cytic infiltrate, hyaline membranes, Masson bodies, 
alveolar epithelization, and lack of significant 
bronchiolar or alveolar inflammatory infiltrate are 
reminiscent of the morphologic appearance of the 
changes encountered in fibrosing interstitial pneu- 
monitis. The viral nature of this type has been 
suspected but not conclusively demonstrated. The 
histochemical characterization of the intranuclear 
inclusions as desoxyribonucleoprotein is compatible 
with the interprétation that these structures repre- 
sent viral aggregates. However, it appears equally 
tenable that they represent altered nuclear sub- 
stance and not viral particles per se. The patho- 
genesis of cytomegalic-inclusion disease in adults 
has not been conclusively demonstrated. Its occur- 
rence in persons with debilitating diseases, particu- 
larly those in whom antimetabolite, steroid, or 
antibiotic therapy has been utilized, has prompted 
an analogy between cytomegalic infection and the 
not infrequent mycotic infections noted in such 
patients. It is of interest in this regard that candida 
organisms as well as cytomegalic inclusions were 
present in 1 of the patients. The predilection of 
cytomegalic-inclusion disease for adults with dis- 
orders of the reticuloendothelial system or those 
receiving therapy that may affect the activity of 
this system suggests that alteration of the immune 
mechanism may allow for reactivation of a latent 
infection or facilitate exogenous invasion. Further 
viral and immunological investigations appear es- 
sential to clarify the pathogenesis of cytomegalic- 
inclusion disease in the adult. 


Researches on Toxoplasmosis in Uruguay: Survival 
of Toxoplasma Gondii in Human Blood “in Vitro.” 
R. V. Talice, J. Gurri, J. Royol and L. Pérez-Moreira. 
An. Fac. med. Montevideo 42:143-147 (Sept.-Dec.) 
1957 (In Spanish) [Montevideo, Uruguay]. 


Parasitemia has been verified in the acute phase 
of diffuse toxoplasmosis in man. In the last months 
of pregnancy this condition has been regarded as 
the causal factor of congenital toxoplasmosis. There 
is danger of accidental transmission of toxoplas- 
mosis from man to man by blood transfusions. Ex- 
periments have shown that Toxoplasma gondii 
survives for a certain number of days in the organs 
of infected animals stored in a refrigerator or in 
the peritoneal exudates preserved in capillary tubes. 
The authors performed experiments with white 
mice to determine the period of survival and the 
infectivity of T. gondii in human blood stored in a 
refrigerator. Blood used for transfusions was ob- 
tained from the Bank of Blood and Plasma at the 
Faculty of Medicine of Montevideo. White mice 
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daily received intraperitoneal injections of a mix- 
ture of human blood and peritoneal exudates of 
mice previously inoculated with the RH strain of 
T. gondii. A daily dose of 0.5 cc. of the human 
blood-toxoplasmatic exudate mixture, containing 
1,700, 1,875, and 6,400 Toxoplasma organisms, re- 
spectively, was given for 5, 8, and 30 days, and the 
mixture was preserved all that time in the refrigera- 
tor at 5 C. Then the injections were given at inter- 
vals of 5 or 8 days up to the 50th or 57th day. 
Whether the animals died spontaneously or were 
killed at the end of the experiments, the peritoneal 
exudates obtained on autopsy proved to contain a 
large number of Toxoplasma organisms up to the 
50th day of preservation of the blood. The inocula- 
tion of blood preserved up to 57 days did not pro- 
duce these organisms in the peritoneal exudates. 

The authors conclude that Toxoplasma organisms 
in citrated human blood stored at 5 C, when in- 
jected intraperitoneally into white mice, may re- 
main alive and infective to the animals for at least 
50 days. This period of survival of the protozoans 
is much longer than that found in organs of infected 
animals preserved in the refrigerator or in the 
exudate of an infected animal placed in capillary 
tubes. The virulence of the strain in the mouse does 
not decline over the above period. In the human 
blood-toxoplasmatic exudate mixture, extracellular 
Toxoplasma organisms are visible in smears. The 
survival of these organisms in preserved blood 
demonstrates the danger of accidental transmission 
of toxoplasmosis in blood transfusions. It would be 
interesting to study the in vitro action of active 
drugs upon T. gondii in the infecting blood-exudate 
mixture so as to be utilized, as a preventive 
measure, in transfusions of blood from donors with 
positive toxoplasmatic reactions (Sabin and Feld- 
man’s intradermal reaction). The survival of Toxo- 
plasma organisms in blood may constitute a 
convenient practical method of preserving strains 
in the laboratory. The question remains as to which 
blood components are relevant in the in vitro 
preservation of T. gondii. 


RADIOLOGY 


Treatment of Lung Cancer (Primary and Metastatic) 
by Radioactive Phosphorus Administered Intrave- 
nously, Intra-Arterially and Intracardially. I. M. 
Ariel. Am. J. Roentgenol. 79:961-980 (June) 1958 
(Springfield, Ill.]. 


This study was undertaken to investigate a 
method of administering irradiation to patients with 
inoperable lung cancer without subjecting them to 
the rigors of external irradiation or thoracotomy. 
Internal irradiation with radioactive phosphorus 
(P**) was chosen for this purpose. This report de- 
scribes: (1) the effects of P®’ upon the alleviation 
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of symptoms of patients bearing pulmonary cancer, 
either primary or metastatic; (2) the effect of this 
therapy upon longevity; (3) a measurement de- 
signed to show whether there is a collective uptake 
of the isotope by the tumor in excess of that of 
normal pulmonary tissue; and (4) attempts to en- 
hance the concentration of the isotope by (a) in- 
jecting the isotope directly into the heart, thereby 
possibly avoiding some of the dilution which may 
occur, (b) noting the effect of a preliminary course 
of nitrogen mustard upon the selective uptake of 
the isotope by the tumor, and (c) noting the effect 
of administering P*’ intra-arterially. Data on 51 
patients were tabulated. 

Radiophosphorus (P**) did not increase the life 
span in patients with pulmonary neoplasm, either 
primary or metastatic. An alleviation of trouble- 
some symptoms due to the lung cancer occurred 
in a significant number of patients treated with an 
average dose of 10 mec. of P**. Measurements of 
the concentration of P*’ in various regions of the 
chest cavity (including the lung tumor) revealed a 
significant pick-up of the isotope by the tumor in 
most instances. It was not possible, by the tech- 
niques used, to determine accurately the differen- 
tial pick-up ratio with other segments of the lungs. 
The pick-up of P* by the neoplasm and the normal 
lung tissues varied at different time intervals after 
the initial injection. The cause and significance of 
these fluctuations remain enigmatic. Primary lung 
tumors and neoplasms metastatic from primary 
breast cancer apparently responded best to the 
intravenous administration of P**. Metastases from 
primary neoplasm of the uterus, ovaries, rectum, 
and colon did not respond to this form of therapy. 
Attempts to enhance the concentration of P* in 
pulmonary neoplasms by administering the isotope 
intracardially, intra-arterially, or subsequent to a 
course of nitrogen mustard were unsuccessful. No 
serious untoward reactions occurred in this series 
of patients as the result of P** therapy. Hema- 
topoietic depression was usually slight. The intra- 
venous administration of P*’ produces a definite 
but limited relief of troublesome symptoms due to 
pulmonary cancer. 


Interstitial Implantation in the Treatment of Pri- 
mary Bronchogenic Carcinoma. U. K. Henschke. 
Am. J. Roentgenol. 79:981-987 (June) 1958 [Spring- 
field, Ill.]. 


In a review of the literature the author ascer- 
tained that in 900 of 2,075 patients with primary 
bronchogenic carcinoma, operated on with the in- 
tent of carrying out a resection, the tumor was 
found to be too far advanced for excision. At the 
present, the chest is then closed in most hospitals. 
The author advocates the use of interstitial implan- 
tation of radioactive sources, as it is carried out at 
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the Memorial Center in New York. He reviews 
observations on 119 patients with primary carci- 
noma of the lung, treated from 1941 to 1955, on 
whom interstitial implantation was carried out at 
thoracotomy, but no resection was performed. 
These cases are a relatively uniform group, since 
they include no early cases (these would have been 
resected at thoracotomy) and no late cases (these 
would not have been explored). Supplementary: ex- 
ternal radiation therapy was used in most cases in 
this 1941-1955 group in contrast to the group of 
patients, treated in 1956 and 1957, on whom ex- 
ternal irradiation was used only occasionally. It 
was felt that the results in the patients treated with 
interstitial implantation at thoracotomy up to the 
end of 1955 were encouraging. Attempts, therefore, 
were made to improve interstitial implantation at 
thoracotomy by better techniques and by the use 
of artificial radioisotopes. 

The author describes a new implantation tech- 
nique that has been used since the beginning of 
1956 with radon as well as with radioactive iridium 
sources. The advantages of this technique over 
older methods of implantation are enumerated. In 
the search for a more suitable radioactive source 
for permanent implantation, many artificial radio- 
isotopes have been evaluated, such as radioactive 
gold (Au'**), iridium (Ir'**), tantalum (Ta‘*’), chro- 
mium (Cr*'), and mercury (Hg*”’), but only 
and Ir'*? were found worthwhile for clinical trials. 
The gamma radiation from Au‘ and Ir’ is ener- 
getic enough to avoid increased absorption in the 
bone. The dose rate for these 2 artificial radio- 
isotopes up to a distance of 6 cm. in tissue is the 
same as that with radon. Important in the practical 
use of Au'™ and Ir'®? is the lower half-value in lead. 
This makes adequate protection for and 
possible with relatively small lead containers. The 
lower maximum beta energy of Au'™ and Ir'*’ per- 
mits the use of thinner shields around the sources 
to filter out the beta particles. This, in combination 
with the high cross section of the iridium to neu- 
tron capture, has made it possible to produce Ir'”’ 
sources which have a much smaller diameter than 
radon or Au’ seeds. 

These and other advantages of Ir'** prompted its 
clinical use in a greater percentage of patients. 
Whereas in 1956, out of 47 implants, 6 were done 
with Ir’*’; in 1957 Ir’** sources were used in 31 of 
34 implants. The remaining implants were done 
with radon. While more work is necessary to estab- 
lish the value and place of interstitial therapy in 
the treatment of lung cancer, experience so far 
suggests the following preliminary conclusions: 1. 
A much higher tumor dose can be delivered with 
less damage to normal tissues by interstitial implan- 
tation at the time of thoracotomy than by external 
radiation therapy. 2. Interstitial implantation at 
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thoracotomy can be done with little risk and in 
most cases can substitute for a subsequent course 
of external radiation therapy. 3. Results of inter- 
stitial implantation in lung tumors are encouraging, 
especially in superior sulcus tumors. 4. Accuracy 
of interstitial implantation can be greatly improved 
by a technique in which unloaded hollow needles 
are placed in and around the tumor prior to the 
introduction of the radioactive sources. 5. Ir'®* ap- 
pears to be a promising radioisotope for permanent 
interstitial implantation. 


Coronary Insufficiency Associated with Oral Ad- 
ministration of Gall-Bladder Dye. D. Littman and 
F. I. Marcus. New England J. Med. 285:1248-1250 
(June 19) 1958 [Boston]. 


Four instances of fatal coronary accidents occur- 
ring in close proximity to the oral ingestion of 
gallbladder dye are reported. In every instance 
coronary pain was noted for the first time or had 
recurred 10 to 30 days prior to the test being per- 
formed. Should a causal relationship exist between 
the time of oral ingestion of the gallbladder dye 
and the advent of myocardial infarction or coronary 
occlusion, the mechanism of acute coronary insuffi- 
ciency is unknown, although a vasovagal reflex is 
postulated. The recent development or recurrence 
of symptoms of coronary insufficiency implies either 
a new occlusion or myocardial infarction or both. 
The fragility of such patients and their proneness 
to subsequent additional coronary mishaps are 
sufficiently well recognized to serve as a deterrent 
to elective surgery or various other diagnostic pro- 
cedures. Under these circumstances cholecystog- 
raphy may well be a hazardous procedure and 
should not be performed without positive indica- 
tions. Premedication with atropine is suggested as 
a reasonable prophylactic measure should it be 
necessary to accomplish this procedure. 


Malignant Melanoma: A Combined Surgical and 
Radiotherapeutic Approach. R. J. Dickson, Am. J. 
Roentgenol. 79:1063-1070 (June) 1958 [Springfield, 


Neither surgery nor radiation therapy alone will 
cure a majority of patients with malignant mela- 
noma. The object of this study was to evaluate the 
efficacy of postoperative irradiation, as advocated 
by the late Dr. G. E. Richards, of Toronto General 
Hospital. All case histories in the tumor registry of 
that hospital were examined, so that patients who 
had not been treated in this fashion were available 
for comparison of end-results. The records of the 
radiotherapy department of Johns Hopkins Hospital 
and of the tumor registry of the Public Health 
Service Hospital in Baltimore were examined. No 
case of prepuberal melanoma was included in the 
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series, for it is well known that the clinical course 
of a prepuberal lesion may be entirely benign. 
Secondly, melanoma of the uveal tract was ex- 
cluded, for this condition appears to run a more 
chronic course than melanoma of the skin. The 
total number of case histories finally available was 
254, consisting of 188 from the Toronto General 
Hospital and 66 from the 2 hospitals in Baltimore. 
These patients had been followed to death, for at 
least 5 years if still alive, or until lost to further 
follow-up examination. 

A 5-year survival rate of 41% was achieved in a 
series of 121 patients with malignant melanoma 
treated by surgery and postoperative irradiation, or 
by palliative irradiation therapy. Approximately 
one-quarter of the patients treated by excisional 
surgery without irradiation survived the corre- 
sponding period, and those whose treatment con- 
sisted of local therapy without more aggressive 
treatment within 1 month showed a slightly worse 
prognosis, only about 20% being alive at the end of 
5 years. Surgical treatment in stage 1 and stage 2 
consisted usually of a wide excision of the primary 
growth and of the immediate lymph-drainage areas. 
Irradiation was delivered to all areas found to con- 
tain disease. The author believes that the opinion 
that irradiation therapy is valueless in this disease 
is based on experience with inadequate dosage. 
The survival rates reported are higher than those 
of other series treated by surgery alone. It is sug- 
gested that postoperative irradiation in association 
with wide excisional surgery is an adequate alterna- 
tive to ablative and deforming operations. 


The Angiographic Evaluation of Cerebral Arterio- 
sclerosis. M. Tatelman. Radiology 70:801-810 (June) 
1958 [Syracuse, N. Y.]. 


The author reports on angiographic studies ob- 
tained in a series of 200 consecutive patients ad- 
mitted to the Detroit Memorial Hospital with the 
clinical diagnosis of “stroke” or a cerebrovascular 
accident. Each case was studied by carotid or 
vertebral angiography or both. Complete occlusion 
of the internal carotid artery, usually immediately 
above the origin of the internal carotid artery, 
accounted for 10.5% of the cases. Demonstration 
of adequate filling of the external carotid branches 
obviated the need for repeat injections to test the 
validity of the nonfilling internal carotid artery. 
Occlusion of the middle cerebral artery occurred 
in 9 of the 200 patients. Most of the occlusions were 
close to the origin of the artery, although some were 
seen somewhat distal to the origin. The frequency of 
nonfilling of 1 anterior cerebral artery was 7.5%, the 
block occurring in most instances exactly at the ori- 
gin of the artery. The fact that the involved anterior 
cerebral artery will fill by collateral flow through 
the anterior communicating artery suggests that 
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such findings merely represent some variation in 
vascular dynamics or a congenital narrowing or 
absence of the anterior cerebral artery. 
Atherosclerosis is postulated as causing either 
complete occlusion of the vessel or narrowing of its 
lumen to the point where blood flow is insufficient 
to allow it to be filled by contrast injection. The 
following findings are offered to support this con- 
tention: 1. All the patients in this series had symp- 
toms of some cerebral abnormality which could not 
be explained by any other finding. 2. In almost 
every case characteristic convulsive movements 
and syncope were produced by digital compression 
of the contralateral carotid artery. 3. In some cases 
where pneumoencephalography was done, there 
was definite evidence of localized atrophy of the 
frontal lobe on the side on which the anterior 
cerebral artery failed to fill. 4. The involved an- 
terior cerebral artery could never be filled on re- 
peated injections. 5. Padget has indicated that 
significant variations in the size of the anterior 
cerebral artery are uncommon and that such small 
cerebral arteries are found much more frequently 
in the older age groups than in the young. 
Occlusion of the vertebral-basilar artery system 
accounted for 5 of the 200 “stroke” cases. Partial 
occlusion of the internal carotid artery was found 
in 10% (20) of the patients. The narrowing pro- 
duced by the atherosclerotic plaque is almost al- 
ways seen distal to the origin of the internal carotid 
artery and may show an eccentric filling defect in 
the lumen, most often with a broad base, but some- 
times having an appearance simulating a flap valve, 
or less often as a symmetrical narrowing of the 
vessel. The latter findings are important in that a 
few of these patients have returned months later 
with complete occlusion of the internal carotid 
artery at the site of the atheromatous plaque. Minor 
changes of arteriosclerosis in the cerebral vessels 
are similar to those found in arteries elsewhere in 


the body. 


A Review of the Current Status of Nonoperative 
Cholecystoangiography, E. M. Cohn and D. M. 
Sklaroff. A. M. A. Arch. Int. Med. 101:1051-1056 
(June) 1958 [Chicago]. 


Several years ago a striking advance in roentgen- 
ologic examination enabling the common duct to 
be visualized was made possible by the intravenous 
administration of iodipamide (Cholografin) methyl- 
glucamine, which is a colorless solution of the bis 
N-methylglucamine salt of 3-3’-(adipoyldiimino) bis 
(2,4,6-triiodobenzoic acid). Shortly thereafter it 
was learned that the biliary tract could be outlined 
in the absence of the gallbladder. This latter ma- 
neuver is an outstanding advantage in the attempt 
to determine whether symptoms which persist after 
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cholecystectomy are associated with ductal disease. 
Furthermore, the intravenous administration of 
iodipamide eliminates the variable factor of in- 
testinal absorption, circumvents the interference 
imposed by pyloric obstruction, overcomes the 
difficulty encountered in some persons who cannot 
swallow tablets, and is capable of demonstrating 
the patency of the sphincter of Oddi by its presence 
in the small intestine. There are, however, several 
disadvantages, namely, inconvenience of intraven- 
ous administration, higher basic cost of the exam- 
ination, stratification between the radiopaque 
medium and the nonopaque bile, inability of the 
gallbladder to show varying degrees of shadow 
density and/or diminution in size, and the regurgi- 
tation of the roentgenographic medium into the 
duodenal bulb simulating a gallbladder in a patient 
who has supposedly undergone cholecystectomy. 
In the somewhat limited study of 114 patients 
who had undergone a cholecystectomy and on 
whom intravenous choliangiography had been per- 
formed, a positive or confirmatory diagnosis was 
made in 54 (47%), was essential in making the 
diagnosis in 18 (15%), failed to visualize the biliary 
tract in 17 (14%), was of equivocal value in 17 
(14%), and proved to be erroneous in 8 (7%). If 
statistics were to be compiled eliminating patients 
with jaundice or recognized liver damage, the 
accuracy of useful choliangiography has been re- 
ported to be on the order of 86%. Iodipamide is to 
be preferred when patients are unable to swallow 
tablets, in small intestinal disease with interference 
in obstruction, in pyloric obstruction, and in emer- 
gencies when speed is a factor of importance. 


The Value of Radiotherapy in Inoperable Broncho- 
genic Carcinoma. K. Sicher. Practitioner 180:695- 
700 (June) 1958 [London]. 


Of 347 patients with inoperable bronchogenic 
carcinoma, 200 were treated by radiotherapy, and 
an attempt was made to compare their progress 
with that of 147 patients who received no therapy. 
The majority of the patients were treated by simple 
methods, but, nevertheless, it was observed that the 
symptomatic relief was more or less the same as in 
those who were treated by elaborate techniques. 
In each group about 70% of the patients obtained 
either very good or good symptomatic results, but 
the percentage of objective improvements was 
higher among those treated with elaborate tech- 
niques and a higher dose, and those patients also 
had a better survival rate. Of 23 patients who sur- 
vived a year or more, 16 were treated to a dose 
higher than 4000 r. The difference in survival time 
between treated and untreated patients is appre- 
ciable and is statistically significant not only in the 
immediate response (i. e., within 3 to 12 months) 
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but also in the long run (2 or 3 years after comple- 
tion of treatment). As most of the patients were in 
an advanced stage of the disease, a survival rate of 
4.5% for 3 years is not to be ignored. Those who 
survived longer after treatment also enjoyed good 
symptomatic relief, and therefore life was really 
worthwhile prolonging. 

Since this survey was completed, the following 
policy has been adopted at the radiotherapy center 
with which the author is connected. Every patient 
with bronchogenic malignant neoplasm not suitable 
for surgery is given the benefit of radiotherapy, 
unless the expectation of life is thought to be less 
than 1 month. Even in some of those unfortunate 
patients, a short course of deep x-ray therapy is of 
help if severe respiratory symptoms are present, 
particularly if the pathology of the tumor suggests 
a radiosensitive growth. In a patient in whom the 
immediate prognosis is not so alarming, a fairly 
simple method of therapy is used with the intention 
of delivering a tumor dose of up to 3000 to 4000 r. 
This can usually be achieved without producing 
any appreciable local skin and general systemic 
reactions. In patients in whom a single lymph node 
is involved, the treatment of the primary lesion 
should be extended also to the secondary deposit. 
In the presence of pleural effusion, aspiration of 
the fluid must be performed, and a course of anti- 
biotics should never be omitted if there is any 
associated infective element. In more favorable 
cases in which the general condition is satisfactory, 
a course of therapy is indicated, irrespective of 
whether severe symptoms are present. A dose of 
5000 r or more produces most survivals, and to 
achieve this dose, employment of time-consuming 
and elaborate methods is justified. 


PUBLIC HEALTH 


Mass Prophylaxis of Epidemic Streptococcal Infec- 
tions with Benzathine Penicillin G: Experience at 
a Naval Training Center During the Winter of 
1955-56. A. J. Schreier, V. E. Hockett and J. R. Sea. 
New England J. Med. 258:1231-1238 (June 19) 1958 
[Boston]. 


In the interval between Nov. 21, 1955, and April 
14, 1956, a single intramuscular injection of 600,000 
units of benzathine penicillin was given to 19,561 
newly arrived recruits at a naval training center in 
an effort to minimize epidemic streptococcic infec- 
tions and rheumatic fever. The program was suc- 
cessful in reducing the incidence of streptococcic 
infections by the contrast with previous winters 
when prophylaxis was not used or was used only 
after outbreaks had occurred. The program did not 
prevent outbreaks among recruits who were on 
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duty at the station prior to the institution of the 
prophylaxis program, in later weeks, among those 
recruits who received prophylaxis on arrival, or 
among those recruits who departed from the duty 
station still harboring virulent strains of group A 
streptococci acquired during their training. On a 
man-days-risk basis the incidence of rheumatic 
fever was 3 times higher among recruits trained 
before and after prophylaxis than among those 
receiving prophylaxis, despite the fact that the 
program was conducted during the months in 
which rheumatic fever is usually most frequent. 

The single 600,000-unit dose of benzathine peni- 
cillin was adjudged as affording the individual a 
high degree of individual protection against strep- 
tococcic infection for a period of 3% weeks even 
under adverse conditions. A total of 145 clinical 
episodes were recorded in which recruits sought 
medical attention for sensitivity-like reactions after 
being given prophylactic benzathine penicillin. 
The latter rate of 0.74% compares favorably with 
the 0.86% incidence reported in a smaller previous 
study at the station, although it is approximately 
twice that observed after mass oral penicillin pro- 
phylaxis. The ratio of serum-sickness reactions was 
again higher than that observed with oral prophy- 
laxis. There were no serious reactions, the majority 
of the sensitivity reactions being mild and transi- 
tory in nature and responding readily to antihista- 
mines given in an ambulatory status. 


Relationship of Measles and Distemper. J. A. 
Adams, D. T. Imagawa, D. L. Chadwick and others. 
A. M. A. J. Dis. Child. 95:601-608 (June) 1958 
[Chicago]. 


Although measles and distemper must be con- 
sidered as distinct clinical entities, there are certain 
clear-cut relationships between the two, as both 
are characterized by a high degree of contagious- 
ness, are caused by viruses, and have almost identi- 
cal incubation periods in their respective natural 
hosts, man and dog. The striking symptoms in both 
diseases are respiratory, consisting of cough, coryza, 
fever, and conjuctivitis. Demyelinating encephali- 
tis occurs in both in a small proportion of cases. 
However, the most striking similarities are seen in 
the pathological and immunological findings. The 
measles virus has been shown to multiply readily 
in most human cell cultures and has been adapted 
to suckling mice. The canine distemper strain of 
virus, which has been successfully adapted to the 
chick embryo and mice, causes disease primarily 
in the Canidae family (dog) and the Mustelidae 
family comprised of the mink, ferret, and marten. 

The human pathological material was obtained 
from 2 patients who died of infection by measles 
virus. In the first patient who died of interstitial 
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pneumonia after having measles, the microscopic 
study revealed a mononuclear-cell infiltration with 
fibrosis of the interstitial tissue. The alveolar 
epithelium was swollen, and large proliferating 
giant cells were present containing nuclear as well 
as cytoplasmic inclusions. In the second patient, the 
most striking finding was the occurrence of large 
multinucleated cells, many of which contained as 
many as 50 to 60 nuclei. The alveoli were filled 
with large mononuclear cells with reticular nuclei. 
The cytoplasm of the alveoli and the bronchial 
lining cells contained eosinophilic inclusion bodies 
measuring 1 to 5 ». The most outstanding finding 
in canine distemper is the presence of cytoplasmic 
and nuclear inclusion bodies in lung sections as 
well as in urinary sediments and in bladder sec- 
tions. Inclusion bodies appeared as early as the 
9th day after inoculation and were encountered 
primarily in intestinal, pharyngeal, tracheal, lung, 
and bladder sections. Proliferative changes with 
giant-cell formation were evident 13 days after 
inoculation. Interstitial pneumonia, with peribron- 
chial involvement made up of infiltrated mono- 
nuclear cells and destruction of lining epithelium, 
was a prominent finding. 

The typical cytopathogenesis produced — by 
measles virus in HeLa-cell cultures has been neu- 
tralized by both measles and distemper antiserums 
produced in ferrets, although the preimmunization 
or normal ferret serum did not inhibit the m-asles 
virus. In the 3 experiments in which ferrets were 
immunized with measles virus and, subsequently, 
challenged with distemper virus, some evidence of 
protection was evident as revealed by prolonged 
incubation periods and modified illnesses with 
survival. Neutralization of the mouse-adapted dis- 
temper virus by specific measles antiserums was 
clearly demonstrated when mice, into which there 
were injected 300 LD,;, of mouse-adapted distem- 
per virus and undiluted measles antiserum mix- 
tures; were completely protected against the lethal 
effects of the virus. Preimmunization and ferret 
control serum afforded no protection. Similar pro- 
tection was evident with antiserum produced by 
mouse-adapted and egg-adapted distemper virus, 
suggesting that common antigenic components are 
shared by the viruses of measles and distemper. 


Community Trials of BCG Vaccination. C. E. Palm- 
er, L. W. Shaw and G. W. Comstock. Am. Rev. 
Tuberc. 77:877-907 (June) 1958 [New York]. 


This paper is a progress report, intended to 
summarize the results of the community trials with 
BCG vaccination in Puerto Rico and in two south- 
ern counties during the first 6 or 7 years of follow- 
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up observation. The trials were conducted by the 
Public Health Service. In Puerto Rico, an area 
where tuberculosis has been a serious problem for 
many years, BCG vaccinations were given to chil- 
dren from 1 to 18 years of age. In Muscogee Coun- 
ty, Georgia, and Russell County, Alabama, where 
the tuberculosis problem is similar to that found in 
many other communities in this country, BCG was 
given to persons more than 5 years of age. More 
than a quarter of a million persons were placed 
under study: 112,000 tuberculin reactors and 
144,000 nonreactors, who were allocated by a ran- 
domization scheme to vaccinated and control (un- 
vaccinated) groups. For the identification of new 
cases of tuberculosis, the established medical, 
public health, and vital statistics reporting systems 
were chosen as being sufficient and also as being 
more likely to yield unbiased information than 
periodic examinations. Both trials demonstrated 
that the risk of developing tuberculosis was much 
greater for persons who were tuberculin reactors 
than for those who were nonreactors. Of the total 
number of cases that appeared during the follow- 
up period, 75% were among reactors; consequently, 
only the 25% of the cases that would have appeared 
among the initial nonreactors could have been pre- 
vented if vaccination had been completely effective. 
Tuberculosis case rates among nonreactors were 
low. In Puerto Rico the rate was 43 per 100,000 
per year among controls and 30 among those vacci- 
nated. In the Muscogee-Russell trial the corre- 
sponding rates were 22 among controls and 14 
among the vaccinated. 

The low case rates among nonreactors can be 
attributed to the present low risk of acquiring new 
infections. Evidence of low and falling infection 
rates in this country is found both in the present 
trials and in other recent studies. Because BCG 
cannot help those who are already infected, or 
those who will not become infected, and may be 
helpful only to a portion of the decreasing few who 
will become infected in the future, it is apparent 
that vaccination cannot be very useful in control- 
ling tuberculosis in this country. Moreover, with 
the rapid decline in tuberculous infection, the 
tuberculin test is becoming increasingly more 
valuable for epidemiologic, case-finding, and diag- 
nostic purposes. These uses of the tuberculin test 
are destroyed by vaccination, which makes it vir- 
tually impossible to identify the naturally infected 
persons; and, as those who are already infected 
are now the group at greatest risk, it is upon them 
that tuberculosis control activities should be fo- 
cused if the disease is to be eradicated. The posi- 
tion is taken that in most situations in this country 
today the advantages of BCG vaccination are out- 
weighed by the disadvantages. 


— 
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BOOK REVIEWS 


Auscultation of the Heart. By Abe Ravin, M.D., Associate 
Clinical Professor of Medicine, University of Colorado School 
of Medicine, Denver. Cloth. $6. Pp. 166, with 45 illustra- 
tions. Year Book Publishers, Inc., 200 E. Illinois St., Chicago 
11, 1958. 


The correlation of auscultatory findings with in- 
formation obtained by graphic techniques, by car- 
diac catheterization, and by the cardiac surgeon 
has produced a major revolution in the physical 
diagnosis of heart disease. The contributions of 
British cardiologists, in particular, have been nota- 
ble. This remarkable little volume provides a con- 
cise, highly readable résumé of virtually all of the 
significant advances in such knowledge. It will 
spare the hard-pressed student or practitioner many 
library hours poring over original source material, 
although an excellent bibliography is provided for 
those so disposed. Many will find the simple graphic 
illustrations accompanying the text of value in 
achieving visual imagery of auscultatory phenomena. 
The value of the book is, however, appreciably 
diminished by the absence of a section devoted to 
the bedside diagnosis of arrhythmias. As in any 
such book, there are a number of statements which 
would be seriously challenged by others proficient 
in the field. To list but a few examples: 1. The au- 
thor considers decrease in the intensity of the first 
heart sound strictly a function of the P-R interval 
and denies the role of myocardial weakness as an 
etiologic factor. 2. It is stated that relative mitral 
insufficiency may result from “improper closure of 
the mitral valve because of the absence of auricular 
contraction, as in auricular fibrillation.” 3. A re- 
markable feat of anatomy is postulated by the 
author on page 70 when he suggests that the mur- 
mur of mitral insufficiency may be heard maxi- 
mally above and medial to the apex when left 
auricular enlargement extends “anteriorly to the 
chest wall.” This little volume, combining a lucid, 
unembellished style with a wealth of information, 
should prove to be a valuable acquisition for stu- 
dents and physicians alike who are interested in 
achieving a high level of skill in the clinical exami- 
nation of the heart. 


Atlas de technique opératoire chirurgie de la main. Par 
Marc Iselin, Luc Gosse, Serge Boussard et Daniel Benoist. 
Cloth. Pp. 336, with 692 illustrations. Editions médicales 
Flammarion, 22, rue de Vaugirard, Paris 6e, France, 1958. 


This atlas presents a complete and up-to-date 
exposition of the surgery of the hand. Part 1 deals 
with the anatomy and the physiology of the hand; 
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part 2 with closed injuries; part 3 with fresh in- 
juries; part 4 with reparative plastic procedures, 
including a chapter on the treatment of severed 
nerves and on palliative treatment of the various 
paralyses of the hand; part 5 with acute infections, 
chronic synovitis, and Dupuytren’s contracture; and 
part 6 with congenital anomalies of the hand and 
their treatment. The value of the atlas is enhanced 
by the profuse and excellent pen and ink illustra- 
tions by Jean Dudouet. The legends are brief and 
adequate. This atlas should prove a valuable con- 
tribution to an important subject. 


The Practice of Infectious Disease. By Louis Weinstein, 
Ph.D., M.D., Professor of Medicine, Tufts University School 
of Medicine, Boston. Handbooks for general practitioner 
[series]. Cloth. $8.50. Pp. 501. Landsberger Medical Books, 
Inc., distributed by Blakiston Division, McGraw-Hill Book 
Company, Inc., 330 W. 42nd St., New York 36; 95 Farring- 
don St., London, E. C. 4, England, 1958. 


The author has written a comprehensive but 
somewhat disappointing book. He has assembled a 
series of brief discussions of a wide variety of in- 
fectious entities and has classified them “in relation 
to the organs in which they occur, rather than on 
the basis of the microorganisms which cause them.” 
The laudable intent of aiding differential diagnosis 
by this method of presentation has not been fully 
realized. Once one has located “epidemic myalgia” 
as an “infection of the musculoskeletal system” 
(which is unproved ), he finds no discussion of the 
similar symptoms of influenza or dengue. He must 
look for these diseases respectively under Infec- 
tions of the Upper Respiratory Tract or Systemic 
Infections with Primary Manifestations in the Skin. 
Nuggets of clinical information shine through in 
almost every chapter, but they often remain un- 
worked gold, since many of the discussions are 
so cursory. The author is most effective in his gen- 
eral chapters, such as Principles in the Treatment 
of Infection and in a lucid discussion of aseptic 
meningitis in which his clinical experience is evi- 
dent. It is regrettable that this otherwise useful 
handbook is marred by careless writing which leads 
to the implication that afebrile herpes labialis is 
followed by a rise in the titer of neutralizing anti- 
body to the causative virus and which garbles the 
description of the hemagglutination-inhibition test 
for mumps antibody to the point of meaningless- 
ness. Although decisions on relative importance 
must be arbitrary, one may question the 14 pages 
given to poliomyelitis as compared to only 1% pages 
devoted to miliary tuberculosis and the three pages 
devoted to anthrax as compared to only one on the 
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more common adenovirus infections. As the author 
points out, “the field of infectious disease is ex- 
panding and not contracting.” This fact may ex- 
plain the difficulties in presenting concisely in one 
volume the diagnosis, prevention, and therapy of a 
large and heterogeneous group of diseases. 


Progress in Arthritis. Edited by John H. Talbott, M.D., 
and L. Maxwell Lockie, M. D. Cloth. $12.50. Pp. 456, with 
illustrations. Grune & Stratton, Inc., 381 Fourth Ave., New 
York 16; 99 Great Russell St., London, W. C. 1, England, 
1958. 


The purpose of this symposium is to bring to- 
gether under one cover the current views on sev- 
eral aspects of arthritis, rheumatism, and connective 
tissue diseases. Each contributor emphasizes pres- 
ent-day concepts and evaluations of recent ad- 
vances. While the book covers a wide range of 
subjects related to the field of arthritis, it is not 
all-inclusive and could hardly serve as a textbook 
on rheumatic diseases or a guide for the beginner. 
It lacks cohesiveness and does not follow an or- 
ganized pattern but, rather, presents a collection 
of individual papers. However, each paper is well 
done and authoritative. The illustrations and plates 
are excellent, and the bibliographies are extensive. 
This book offers little that is not available in the 
current literature. Its value lies in the fact that it 
provides a stimulating symposium for those inter- 
ested in the prevailing thoughts in the field of 
rheumatology. 


The Future of the Welfare State: Seven Oxford Lectures. 
By the Rt. Hon. Iain Macleod and others. Paper. 2s.6d. Pp. 
87, with illustrations. C. P. C. number 178. Conservative 
Political Centre, 2-8 Victoria St., London, $. W. 1, England, 
1958. 

The seven alert British public figures who offer 
in this booklet their current thinking on the present 
and future of the welfare state seem to agree that 
utopia has not yet been reached in England. In 
his preface, Peter Goldman, Director of the Con- 
servative Political Center, finds in “squalor” the 
primary disfigurement of modern British society. 
“There are close to one million slum houses in Brit- 
ain that have been declared unfit for human habi- 
tation: one home in every fifteen. There are slum 
schools and slum hospitals and slum prisons which 
likewise reproach a modern community. There are 
slum roads . . . air pollution . . . [and] untreated 
sewage.” Crime, juvenile delinquency, and a weak- 
ening of “the moral mortar which holds the social 
fabric together” are matters for real concern. Gold- 
man calls for an “opportunity state” to match and 
sustain the welfare state, one to be rooted in the 
activities and decisions of exceptional men and 
women. In such a state, he believes, much more 
would be spent for social provision, since national 
resources would expand to make this possible. With 
an accent on finality, lain Macleod notes that “the 
National Health Service, with the exception of re- 
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curring spasms about charges, is out of party polli- 
tics,” yet he calls for the building of new hospitals, 
the reform of mental health laws, and “the con- 
stant encouragement of voluntary effort in all its 
forms.” Aside from this, there is little in these essays 
on medical needs or services. It is clear that in 
Great Britain there is little likelihood that a clarion 
call for major changes ir the National Health Serv- 
ice will come from political figures who are ever 
alert to the necessities of accumulating voting ma- 
jorities. “It is time to revert from crabbed age to 
youth,” writes J. Enoch Powell, M. P., former Finan- 
cial Secretary to the Treasury. By this, however, he 
means no more than a simple transition from a dis- 
cussion of old-age pensions to a consideration of 
universal education for youth. Dr. Mark Abrams, 
reporting on class distinctions in Britain, has little 
to say about conflict in society rooted in age. Read- 
ers of THE JouRNAL will recall in this connection 
that the March 1, 1958, issue carried a discussion 
of “The Younging of Electorates” which pointed 
out that the proportion of young voters to old voters 
in a nation is a shifting thing—not a constant. In 
Britain, for example, the population continues to 
age. The peak year at which voters over the age 
of 50 years will have their highest percentage of 
the total vote will not come until sometime after 
1978 (even though it will arrive in Australia in 1961, 
New Zealand 1962, France 1965, and the United 
States in 1970). Perhaps the authors of these essays 
are correct in their apparent assumption that the 
future of the welfare state in England is unlikely 
to be affected by a revolt of youth—aided by an 
increase in their proportional numbers in the popu- 
lation, but one would like to have their views on 
the matter in some future publication. 

The essay “Class Distinctions in Britain” should 
be read by all Americans who are fond of advo- 
cating the easy transplanting of British social serv- 
ice methods to United States soil. It reveals in 
simple tables and readable summary statements the 
shocking extent to which Britain consists of people 
“who know their place.” The author himself notes, 
“I think, then, that we have enough evidence for 
concluding that we are a class society—the British 
people willingly grade their fellow men inte class- 
designated groups and they regard these groups as 
forming a hierarchy of prestige.” There are those 
in the United States who, as a preliminary to their 
hopes for converting the nation into a totally gov- 
ernment-controlled state, labor mightily to increase 
class consciousness among their fellows. This is a 
distinct disservice to those who founded the nation 
as a haven against just such invasions of the free- 
dom and opportunity of the individual. Nor do we 
look forward to the formation of political parties 
rooted in distinct class allegiance among the voters. 
We deplore tendencies in this direction which have 
already appeared in some heavy industrialized parts 
of the United States. The future of the British wel- 
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fare state does not emerge clearly from these seven 
essays. This is not surprising, since its preface calls 
it “a symposium, not a composite message,” and 
notes the lack of homogeneity in the writers. Ameri- 
can readers, nevertheless, will sense on reading 
that, as these leaders say, it is hard to turn back 
the socioeconomic clock, even if grievious mistakes 
may have been made. This will be something to 
bear in mind as Americans plan and legislate the 
future of their own social welfare. 


Die Infekotionskrankheiten des Menschen und _ ihre 
Erreger. Bande I und II. Herausgegeben von Prof. Dr. A. 
Grumbach und Prof. Dr. W. Kikuth. Unter Mitarbeit von 
R. E. Bader et al. Cloth. 198 marks; $47.15. Pp. 840; 841- 
1702, with 56 illustrations. Georg Thieme Verlag, Herdweg 
63, (14a) Stuttgart, West Germany; [Intercontinental Medi- 
cal Book Corporation, 381 Fourth Ave., New York 16], 1958. 


These two volumes are not intended to serve as 
textbooks. Rather, the authors have as their aim 
the presentation of a broad, general, all-inclusive 
treatment of the subjects of infectious diseases. 
Historical references as to the development of the 
present concept of a given disease, the clinical 
types, prophylaxis, and treatment are given in de- 
tail. Emphasis is placed on microbiology and para- 
sitology. The various parasites (protozoa, fungi, 
bacteria, richettsias, and viruses) are discussed in 
detail. Pathogenesis, epidemiology, diagnosis, ther- 
apy, and prophylaxis are treated in a comprehen- 
sive manner. An extensive bibliography is appended 
to each chapter. The authors have accomplished 
the huge task of bringing up to date the available 
information as to the varied aspects of the problem 
of infectious diseases in man. The two volumes 
should prove of great interest to the epidemiologist, 
bacteriologist, internist, and general practitioner 
who can read German. 


Pathology for the Physician. By William Boyd, M.D., 
Dipl. Psychiat., M.R.C.P. [Formerly titled The Pathology of 
Internal Diseases.] Sixth edition. Cloth. $17.50. Pp. 900, 
with 501 illustrations. Lea & Febiger, 600 S. Washington 
Sq., Philadelphia 6, 1958. 


Dr. Boyd’s “Pathology of Internal Diseases” first 
appeared in 1931 and became immediately recog- 
nized as superior in its field. Since then it has main- 
tained a great popularity, as evidenced by five edi- 
tions. It now appears in a more comprehensive 
form under a new title and is essentially a new 
book rather than a revision of the old. It describes 
the diseases of the heart, arteries, kidneys, respira- 
tory system, and other areas. The pathology is 
related constantly to fundamental anatomic and 
physiological bases on the one hand and to clinical 
manifestations and pathogenesis on the other. A 
final chapter on the internal environment serves to 
tie together many of the disorders of the organs 
and systems discussed in the earlier chapters. Ad- 
mirably illustrated and up to date, the classic 
morphology is reinforced by the results of electron 
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microscopy, of histochemistry, and of fluorescence 
microscopically applied to specific problems of 
pathology. Perhaps the book’s most consistent qual- 
ity is readability. Seasoned with an individual view- 
point, written in matchless language, and spiced 
with an occasional enlivening hyperbole, books by 
this author have contributed in no small degree 
to the progress in medicine of our time. For many 
physicians “Boyd” was the book that made pathol- 
ogy palatable and understandable by bridging the 
gap between the basic and the clinical sciences. 
This present volume lives up to the high standards 
of the author. New and helpful features have been 
added, both in arrangement and in format. Each 
chapter is begun by an outline of the material to 
be covered, listed in order of presentation. This 
increases the availability of the individual dis- 
cussions and decreases the time necessary to find 
a particular subject. The double columns on each 
page make reading easier. The paper, binding, 
printing, and quality of reproduction of pictures 
are superior. This book is intended for the gradu- 
ate student rather than the undergraduate, the 
physician rather than the pathologist, and the young 
rather than the old. For these selected groups, it 
should prove most useful. The undergraduate, the 
pathologist, and the old, however, should not wish 
to be excluded from the riches contained in this 
volume. 


Laboratory Medicine: Hematology. By John B. Miale, 
M.D., Professor of Pathology, University of Miami School of 
Medicine, Miami, Florida. Cloth. $13.75. Pp. 735, with 201 
illustrations. C. V. Mosby Company, 3207 Washington 
Blvd., St. Louis 3, 1958. 


This is a large, well-conceived, and well-executed 
book. It is the first of a series of three volumes on 
various aspects of laboratory medicine. Its purpose 
is to emphasize the correlation between laboratory 
and clinical data, and it is intended for the student, 
clinician, pathologist, and medical technologist. Al- 
though all could profit from the book, the patholo- 
gist and clinician will probably be its greatest users. 
The first six chapters deal with such aspects of the 
blood and marrow as morphology, derivation, com- 
position, techniques of examination, interpretation 
of results, and critical evaluation of methods. Many 
of the descriptions of techniques are detailed and 
well handled, such as those on supravital staining 
and phase contrast microscopy. The illustrations 
in this section, as well as those of electron micro- 
scopy, are excellent. There is an excellent section 
on the cytochemistry of cells that gives a brief but 
concise review of present knowledge. In chapter 3 
there is a group of interesting and illustrative case 
reports that, although they bring out some impor- 
tant points, have a questionable place in a book of 
this kind. Chapter 7 deals with transfusions, chap- 
ters 8, 9, and 10 with the anemias, and chapter 11 
with diseases involving leukocytes. These are all 
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well written and give a better than average review 
of the conditions discussed. In chapter 12 hemos- 
tasis and blood coagulation are discussed logically 
and clearly, controversial matters being, insofar as 
possible, avoided. The appendix deals comprehen- 
sively with methods. There are a few faults to be 
found with this book. The color plates are poor in 
detail and color reproduction, in contrast to the 
black and white illustrations that, by and large, 
are good. The bibliography following each chapter 
is extensive but not critically selected. All in all, 
subject matter is treated with objectivity, simplicity, 
and clarity. The index appears to be complete. 


Operative Surgery. Volume 7: Breast, Genito-Urinary 
System. Under general editorship of Charles Rob, M.C., 
M.Chir., F.R.C.S., Professor of Surgery, St. Mary’s Hospital, 
London, and Rodney Smith, M.S., F.R.C.S., Surgeon, St. 
George’s Hospital, London. Cloth. $19.50. Various pagina- 
tion, with illustrations. [F. A. Davis Company, 1914-16 
Cherry St., Philadelphia 3]; Butterworth & Co. ( Publishers ) 
Ltd., 88 Kingsway, London, W. C. 2; England; 1367 Dan- 
forth Ave., Toronto 6, Canada, 1958. 


Each contributor to this volume outlines the in- 
dications, technique, choice of anesthesia, position 
of the patient on the operating table, and the pre- 
operative and postoperative care for a given opera- 
tion. The operations are carefully detailed, with 
numerous excellent line drawings. The part dealing 
with radical mastectomy by Victor Riddell is out- 
standing. Unfortunately, no mention is made of 
resection of a small portion of the rectus fascia at 
the lower end of the incision to interrupt lymphatic 
drainage to the abdomen. A limited, selective, pri- 
marily British bibliography appears at the end of 
each section. Added references from the world 
literature would add to the value of this work. A 
consistent and pleasing style has been maintained 
by careful editing. The book is a pleasure to read, 
and it should be useful to interns, residents, and 
the “occasional” surgeon. 


Physics for the Anaesthetist, Including a Section on Ex- 
plosions. By Sir Robert Macintosh, D.M., F.R.C.S.E., 
F.F.A.R.C.S., Nuffield Professor of Anaesthetics, University 
of Oxford, Oxford, William W. Mushin, M.A., M.B., B.S., 
Professor of Anaesthetics, Welsh National School of Medi- 
cine, University of Wales, Cardiff, and H. G. Epstein, M.A., 
Ph.D., F.F.A.R.C.S., First Assistant, Nuffield Department of 
Anaesthetics, University of Oxford. Second edition. Cloth. 
$15.50. Pp. 443, with 379 illustrations by Miss M. McLarty 
and Miss M. Beck. Charles C Thomas, Publisher, 301-327 
E. Lawrence Ave., Springfield, Ill.; Blackwell Scientific 
Publications, Ltd., 24-25 Broad St., Oxford, England; 
Ryerson Press, 299 Queen St., W., Toronto 2B, Canada, 
1958. 


This book has become a classic for the anes- 
thesiologist. It has been anticipated and anxiously 
awaited by those who have read the first edition. 
Its authors have dealt with physics in a simple, 
direct, but scientific fashion so that the average, 
well-trained physician might pick it up and read 
any chapter with ease. It is so well and simply 
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written that there should be no difficulty in under- 
standing the physics concerned in the field of anes- 
thesia. The book is printed on excellent paper and 
is neatly organized, with clear, accurate illustra- 
tions in sufficient number to clarify the text. About 
the only criticism might be that more emphasis is 
placed on British equipment than on American, but 
this is a minor flaw. The new section on explosions 
should be read by all physicians, nurses, and tech- 
nicians working in the operating room. The section 
on pressure-reducing valves has been expertly re- 
written. This book covers a wider field than the 
title implies, for it deals with such matters as flow 
meters, fluid and gas flow, and diffusion which 
would be of interest to other than the anesthesiolo- 
gist. Every medical school and hospital library 
should have this book, and many anesthesiologists 
will want to have their own copy. 


Pediatric Gynecology with Sections on Urology and 
Proctology. By Goodrich C. Schauffler, M.D., Assistant 
Clinical Professor of Obstetrics and Gynecology, University 
of Oregon Medical School, Portland. Fourth edition. Cloth. 
$9. Pp. 349, with 84 illustrations. Year Book Publishers, Inc., 
200 E. Illinois St., Chicago 11, 1958. 


In this new edition of an already popular book, 
the author presents his material in a clear concise 
fashion which makes for easy reading by the 
overburdened physician. A new and illuminating 
chapter on the importance of early diagnosis and 
medical treatment of pseudohermaphroditism is in- 
cluded, along with a conservative, common-sense 
approach to the problems of masturbation in chil- 
dren. The author advocates surgical intervention 
where labial adhesions are persistent, although 
Anderson and others believe in letting nature take 
its course. There is an interesting discussion on the 
pros and cons of circumcision of the clitoris, along 
with beautifully portrayed pictures of the tech- 
nique. Anyone dealing with adolescents should 
appreciate the well written chapter on disorders 
in adolescence, which differentiates the variations 
in normal body structure and secondary sexual 
characteristics from pathological abnormalities. The 
family physician and pediatrician are shown the 
need for adequate history taking, physical exami- 
nation, and laboratory tests in the child with de- 
layed menarche. Special examinations include de- 
termination of estrogen concentration in blood and 
urine, endometrial biopsy, examination of vaginal 
smears, determinations of the vaginal hydrogen-ion 
concentration, and tests for thyroid function. This 
exceptional chapter is worthy of painstaking study. 
A discussion of treatment of secondary-amenorrhea, 
which is becoming more prevalent in the adolescent 
age group, should have been included in this chap- 
ter. In the chapter on proctology, discussion of 
hemorrhoids in infants and children was omitted. 
Every gynecologist, pediatrician, and general prac- 
titioner should have this book in his library. 


POLIOMYELITIS VACCINATION 

AND NEPHRITIS 

To tHe Eprror:—Two children developed acute 
glomerulonephritis two and five days after being 
injected with poliomyelitis vaccine. Could there 
be any connection between the vaccination and 
their glomerulonephritis, or is it a mere coinci- 
dence? Would it be safe to give them a second 
injection? Is there any contraindication to giving 
poliomyelitis vaccination to persons who are con- 
valescing from glomerulonephritis? Is the pres- 
ence of traces of albumin with occasional red 
blood cells and hyaline casts in the urine without 
any other symptom of impairment of renal func- 
tion a contraindication? 


George Jacovides, M.D., Nicosia, Cyprus. 


Answer.—At the time of the field trials with Salk 
poliomyelitis vaccine, some concern was expressed 
by some clinicians as to possible kidney damage, in 
view of the fact that the vaccine contains minute 
quantities of kidney protein. The review of the data 
collected during the trial, bearing on possible reac- 
tions in vaccinated children, failed to indicate any 
apparent relationship to kidney disease. Since then, 
other investigators have studied exhaustively the 
kidney function in vaccinated and in control groups, 
confirming also the lack of any such association. 
Consequently, on the basis of these data, a second 
dose of vaccine could be given the two children to 
whom the question refers. The routine administra- 
tion of vaccine is contraindicated in general during 
acute illness. The presence of “traces of albumin 
with occasional red blood cells and hyaline casts 
in the urine’—which may last some months—does 
not appear to be a contraindication for poliomyeli- 
tis vaccination. 


EDEMA FROM INSECT BITES 


To tHe Eprror:—What can be done about the 
edema following insect bites, probably those of 
mosquitoes? Is there anything that can be done 
to prevent its occurring? 

John R. Orndorff, M.D., Park Ridge, IIl. 


Answer.—The relief of edema in a sensitive reac- 
tor can be accomplished with any active antihista- 
mine in adequate dosage. If the edema is severe 
enough, even with the bites of mosquitoes, corti- 
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costeroids may be used in adequate dosage orally. 
If the patient is a persistently sensitive reactor, 
then attempts at hyposensitization should be made 
with commercial extracts of mosquitoes. If a 
mosquito type is not known, a polyvalent antigen 
should be used. Skin tests should be done in the 
usual fashion before injections are given. Also, it is 
well for the individual who is such a severe reactor 
to consider use of repellents with due regard to the 
limitations of time of protection with such an agent 
and the area to which it is applied. Diethyl tolua- 
mide is recommended as a repellent. In some 
situations, area control of insects by chemicals and 
use of protective clothing may be needed. 


ATHEROGENIC INDEX 

To THE Eprror:—Please give information on the 
present consensus of opinion about the “athero- 
genic index”: 0.1 (S,0-12)4-0.175 (S,12-400). 1. Is 
this type of formula gaining acceptance as being 
reasonably helpful or reliable in predicting prone- 
ness to coronary disease? 2. Is it felt likely that, 
when the level of the lipoprotein class $,12-400 
is elevated, it is helpful to reduce greatly the 
daily carbohydrate intake and that restriction of 
intake of saturated fats is helpful only when the 
level of lipoprotein class $,0-12 is elevated? 3. 
Is it actually recommended to use two or three 
injections of heparin weekly for an indefinitely 
prolonged time as a way of lowering the level of 
§,12-400? 4. Is thyroid extract clinically worth- 
while in euthyroid persons or as an antiatherogenic 
measure if S; elements are elevated? 5. If carbo- 
hydrate is the more important factor in athero- 
genesis in some persons (assuming no overweight 
is present) rather than saturated fats, why have 
most well-known studies of the “epidemiologic” 
sort stressed only the fat intake of groups or 
populations? Is the idea of high carbohydrate 
intake as a factor still rather new or simply not 
accepted by most authorities? 

Alan J. Leonard, M.D., Long Beach. Calif. 


ANSweR.—The questions asked pertain to the 
value in atherosclerosis of predictive and thera- 
peutic measures based largely on theories of the 
role of derangements in lipid metabolism in the 
pathogenesis of the contemporary “captain of the 
men of death.” All the questions are under active 
investigation in many institutions, but the results 
of the studies are not wholly concordant and do not 
yet permit unequivocal answers. 1. The “athero- 
genic index” undoubtedly has much statistical and 
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some individual predictive value in coronary dis- 
ease. But the predictive value is not accepted by 
many workers in the field as being greater than that 
of the simpler, less expensive, and more readily 
available determination of the serum cholesterol 
level. Studies of the prognostic significance of the 
atherogenic index have generally used coronary 
disease as the criterion; this consultant is not ac- 
quainted with findings indicating whether this 
value is different in cerebral atherosclerosis. 2. 
There is little evidence that restriction of carbo- 
hydrate is specifically helpful when the S,12-400 
level is elevated or that restriction of saturated fats 
helps only when the S,0-12 level is high. 3. There 
is no consensus that prolonged heparin injections 
are “worthwhile” in the treatment of atherosclerotic 
disease, whatever the lipoprotein content of the 
plasma, other than to the extent that they function 
as anticoagulants. 4. It has not been established that 
administration of thyroid extract is “clinically 
worthwhile” as an antiatherogenic measure in 
euthyroid persons. 5. The significance of variations 
in carbohydrate intake in the pathogenesis of 
atherosclerosis has not been established but merits 
consideration as an accessory factor because the 
body can convert carbohydrate to fat. Epidemi- 
ologic studies have stressed the lipid content of the 
diet because arterial atheroma was first produced 
experimentally by feeding cholesterol to rabbits, 
because it has long been known that diabetes, 
myxedema, xanthomatosis, and other diseases with 
hyperlipidemia predispose strikingly to ather- 
osclerosis, and because in some countries where 
the incidence of coronary disease is low the propor- 
tion of calories in the diet supplied by lipids is low 
and that supplied by carbohydrates is high. 


HYPOPIGMENTATION FOLLOWING 

PLANING 

To tHE Eprror:—Following dermabrasion some pa- 
tients cannot “tan” in the areas that have been 
planed. To be more specific, the planed area 


burns red (along with adjacent areas) but then . 


fades to a pale pink or white within two to five 
days while the surrounding or unplaned areas 
assume a normal tan. This has been observed 
even up to two years after planing. Is there any 
way a patient can obtain an even sunburn so 
that the areas of previous planing will not be 
sharply demarcated from the adjacent unplaned 
skin? Please comment on the use of methoxsa- 
len (locally and orally) along with that of any 
other drugs or treatment. 


M.D., Mexico. 


ANSWER.—The problem posed in this question is 
a most unusual one. The common pigmentary dis- 
turbance following dermabrasion is hyperpigmen- 
tation, especially due to exposure to sunlight. The 
only reasonable explanation would be that the chro- 
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matophores which normally cause tanning have 
been injured by the planing in the cases mentioned. 
Treatment with methoxsalen might be attempted, 
although it would be impossible to predict the re- 
sults to be anticipated due to lack of experience in 
the use of such agents after planing. However, sun- 
shine is more injurious than beneficial to the skin. 
Its well-established role in the production of pre- 
mature aging of the cutaneous covering of the body 
and its effect in causation of keratosis and epitheli- 
oma suggest that this intolerance of the planed skin 
to sunshine may be a blessing in disguise. Espe- 
cially in women, the cosmetic disfigurement des- 
cribed might inspire the sufferer to exercise re- 
straint and perspective in exposure to solar radia- 
tion. Nudists magazines to the contrary, tanning of 
the skin is not desirable except as a conversation 
piece. 


Answer.—Depigmented spots which follow der- 
mabrasion of the face signify destruction of the 
melanoblasts within these areas. Frequently the 
damage is spontaneously repaired within a period 
of 3 to 18 months. If no tanning has occurred after 
two years have elapsed, it usually means that the 
destruction is permanent. This consultant knows of 
no method, including the use of methoxsalen, by 
means of which such spots can be made to produce 
pigment. The wearing of make-up to which a sun- 
screening chemical has been added will hide the 
spots and prevent an erythematous reaction when 
the face is exposed to the sun. 


OCCUPATION AND HEALTH 

To tHE Eprror:—A 56-year-old man works in a 
large department store operating a machine to 
stamp monograms on linen with a dye. He suffers 
from general muscular aches, nervousness, and 
retrosternal discomforts, as do three of his fellow 
workers. A fifth employee in his department 
suffers from bladder symptoms. The dye is said 
to contain a phosphorus compound. No evidence 
of a metabolic or systemic disease has been found 
in the patient. Could his symptoms represent an 
industrial intoxication? 

M.D., Illinois. 


Answer.—Consideration of the influence of oc- 
cupation on health is highly important. Careful 
investigation of the work situation, identification of 
the dye, knowledge of its toxicology, and an under- 
standing of the extent and character of exposure 
are necessary. Channels for obtaining the required 
information are the department store’s medical 
supervisor and a representative of the store’s man- 
agement. After chemical identification of the dye 
has been made, information regarding its toxicology 
may be available in standard textbooks on toxi- 
cology if it should be a well-known material. If it 
is not well known, such information must be sought 
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from the manufacturer of the dye or from the 
toxicologist or industrial hygienist of the local or 
state health department (or labor department in a 
few states). In view of the nature of the patient's 
complaints, it would appear to be necessary, fur- 
thermore, to observe him at work in the customary 
operation of the stamping machine and to check 
other possible causal exposures or factors both at 
home and at work. Such investigations, while time 
consuming, are necessary for accurate diagnosis 
and, in turn, proper therapy for the patient. A less 
careful and less scientific approach can be a dis- 
service to the patient and a discredit to the physi- 
cian. 


PREGNANCY AT 38 YEARS OF AGE 

To tHe Eprror:—Please give information on the 
probabilities of pregnancy in a 37-year-old wom- 
an, previously unmarried, who is concerned over 
the chances of having a family in a contemplated 
marriage. Menstrual history is normal, and physi- 
cal examination shows no abnormalities. 

M.D., Georgia. 


ANSWER.—This woman need not be concerned 
over the fact that she now is 37 years old and will 
be 38 or 39 years old when she has her first baby, 
provided she is under the care of a competent ob- 
stetrician during her pregnancy and labor. The 
inquirer is referred to Greenhill’s “Obstetrics” (ed. 
11, Philadelphia, W. B. Saunders Company, 1955, 
p. 698) and Eastman’s “Williams Obstetrics” (ed. 
11, New York, Appleton-Century-Crofts, Inc., 1956, 
p. 422). 


STERILIZATION OF ELECTRIC CLIPPERS 


To tHe Eprror:—In carrying out institutional bar- 
bering, there is a concern with proper sterilization 
of the barber's tools, especially the electric hair 
clippers. The patients on a particular ward have 
their hair cut on a given day, one after another 
at short intervals. What is considered the most 
effective method of accomplishing § sterilization 
of the electric clippers, and what solution is 
recommended for sterilizing the combs and 
scissors? 

James M. Louisell, M.D., Augusta, Mich. 


Answer.—Disinfection of barber’s tools may be 
effected by immersion in solutions of any of several 
types of agents, including hexachlorophene soaps, 
quaternary ammonium compounds, ethyl or iso- 
propyl alcohol, formalin, cresols, and others. Bi- 
chloride of mercury and mercury cyanide are not 
recommended. The blades of electric clippers can 
be removed from the “head” of the unit for im- 
mersion. These, as well as other metal tools, should 
be immersed only in solutions containing rust- 
inhibitors (i. e., sodium nitrite and diethylamino- 
ethano!). Thorough mechanical cleansing should 
precede use of a disinfectant solution which, in 
turn, should be rinsed off. For disinfection of clip- 
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pers between patients, scrubbing the blades with a 
small brush soaked with a disinfecting solution, 
followed by proper rinsing, is recommended. Clean 
and disinfected towels, combs, scissors, and brushes 
should be used on each patient. Regular use of 
medicated shampoos, in conjunction with the above, 
should minimize the incidence of scalp infections. 


MOUTH BREATHING AND 
ADENOIDECTOMY 


To THE Epitor:—Is mouth breathing alone a suffi- 
cient indication for adenoidectomy in a 2%-year- 
old child? There is no history of ear or throat 
infections, or of any other illness, and no evidence 
of facial or palatal deformity. The child is of 
normal weight and development. The sole com- 
plaint is of mouth breathing, chiefly while asleep. 

Harold I. Rodman, M.D., Washington, D. C. 


Answer.—Mouth breathing alone may be a suffi- 
cient indication for adenoidectomy. However, there 
are other causes for mouth breathing in a 2'2-year- 
old child who is presumably normal otherwise. A 
careful nose and throat examination might reveal 
a markedly deflected septum or engorged turbinates 
due to allergy, often made worse at night because 
of sensitivity to feathers, mattress dust, or woolen 
blankets. There might be present a unilateral atresia 
of the posterior choanae, since it is not likely that 
a bilateral atresia would have gone unnoticed for 
two and one-half years. Tumors or masses may be 
present in the nose or nasopharynx, viz, polyps or 
fibromas. Also, it is possible to have a combination 
of the above factors which might cause nasal block- 
age at night, giving rise to mouth breathing. A 
rather infrequent cause is the falling back into the 
pharynx of a large tongue, giving rise to partial 
dyspnea and mouth breathing. In general, however, 
enlarged, obstructing adenoids are usually the chief 
cause of mouth breathing in a young child while 
asleep. Hence, if no other pathology is found, an 
adenoidectomy would certainly be indicated. 


HEAVY WATER EXCRETION 
To THE Eprror:—A report appeared about 10 years 
ago which showed that experiments with ad- 
ministration of heavy water revealed that the 
kidney does not excrete water taken in the same 
day. Heavy water is said to remain in the system 
for 21 days. If it is a fact that the body excretes 
water only after storing it for three weeks, how 
can water be labeled for stated purposes? 
Frederick W. Proewig, M.D. 
Wantagh, Long Island, N. Y. 


ANsweR.—Heavy water is uniformly distributed 
throughout the entire water of the body approxi- 
mately two hours after ingestion or injection of 
deuterium oxide into a normal person. The rate of 
equilibration is slower in patients with edema or a 
failing circulation. After equilibration, it will be 
excreted at the rate of turnover of the body's water, 
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which would mean a gradual dilution of the heavy 
water of the body. It will be continually excreted 
in the same proportion as it exists in the body 
fluids. The kidney does not distinguish between 
heavy and ordinary water, and it is not correct to 
say that it is retained for 21 days. Some of the 
heavy water will remain in the body for 21 days or 
longer, according to the rate of turnover of the 
body water in that particular individual. Heavy 
water may be procured commercially. Its estimation 
requires concentration and the estimation of spe- 
cific gravity of the concentrate. The report of Faller 
and others (J. Lab. & Clin. Med. 45:748, 1955) 
gives further details. 


LICENSING OF PILOTS WITH 

DIABETES MELLITUS 

To THE Eprtor:—What restrictions are placed on 
the licensing of private pilots who have diabetes 
mellitus and who require insulin for its manage- 
ment? M.D., Wisconsin. 


ANSWER.—The policy of the Medical Division of 
the Civil Aeronautics Administration at the present 
time regarding airmen having diabetes mellitus 
and requiring the use of insulin is as follows: “A 
history of diabetes mellitus requiring the use of 
insulin is disqualifying for any type of medical 
certificate.” Therefore, medical certification cannot 
be made in these cases. 


PATHOGENS IN TOBACCO 
To tHe Eprror:—There are those among us who 
persist in smoking. How is tobacco treated to 
prevent the transmission of pathogens, such as 
fungi or even tubercle bacilli, in cigars, cigarettes, 
pipe tobacco, and snuff? 
M.D., Utah. 


ANSWER.—A temperature of 131 to 150 F is used 
to destroy pathogenic organisms and bacteria in 
milk. In the different methods of curing, ferment- 
ing, and aging of tobacco, apparently similar tem- 
peratures are used, particularly during the aging 
process. Thus, transmission of most pathogens is 
unlikely. 


SWIMMERS’ ITCH 

To tHE Eprror:—A patient who returned from a 
duck-shooting trip in Mexico has symptoms of 
swimmers’ itch. Response to treatment has been 
slow. Please give advice on effective medication. 


T. Edwin O’Brien, M.D., Lockport, N. Y. 


ANSWER.—The treatment of swimmers’ itch (cuta- 
neous schistosomiasis) is one of palliation. The appli- 
cation of a preparation such as calamine lotion or 
calamine liniment, with, if necessary, an antipruritic 
agent incorporated, should afford relief, and since 
there is an element in these cases of sensitization 
perhaps the addition of antihistaminic drugs would 
_ be useful. Swimmers’ itch is usually acquired from 
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fresh water lakes; seabathers’ eruption occurs from 
salt water. The two diseases have distinguishing 
characteristics which are fully described in standard 
textbooks on dermatology. 


EXCESSIVE UNDERARM PERSPIRATION 


To tHe Eprror:—With reference to the query on 
excessive underarm perspiration which appeared 
in THe JourNAL for June 28, 1958, page 1194, I 
wish to report a simple method of treatment for 
localized hyperhidrosis of axillas, palms, and feet 
which has proved highly successful. The follow- 
ing solution is used: copper sulfate, 0.5 Gm.; 
potassium dichromate, 2.5 Gm.; mercuric chlo- 
ride, 5.0 Gm.; and enough distilled water to make 
100 ml. The treatment consists of painting the 
hyperhidrotic areas with this solution. One to 
three applications are sufficient to give complete 
relief. In order that toxic quantities of mercuric 
chloride may not be absorbed from the skin, 
painting is done on only one or two areas at a 
time, once every three to seven days. The treat- 
ment is painless and does not smart or burn. No 
adverse local or systemic effects from this simple 
therapy have been observed. Odoriferous feet 
become dry and odorless even after the first 
application. The urine of treated patients has 
been repeatedly examined for albumin and casts, 
and findings have always been negative. Obvi- 
ously, the treatment should be administered by 
the physician in his office. No skin biopsies have 
been done for study of the condition of acrine 
and apocrine glands after treatment, but pre- 
sumedly these glands are rendered atrophic. 

D. A. Berberian, M.D. 
389 Loudonville Rd. 
Loudonville, N. Y. 


The above comment was referred to the con- 
sultant who answered the original question, and 
his reply follows.—Eb. 


To tHE Eprror:—Immersion baths with bichloride 
of mercury for patients with various skin dis- 
eases, particularly pityriasis rosea, have actually 
been used, so one need not be afraid of the 
mercurial content of this prescription. However, 
such baths do indeed: entail the possibility of 
intoxication and have been seen to incite bloody 
diarrhea in the past. Chrome dermatitis is a 
serious thing once it has been induced. 


CONSANGUINEOUS MARRIAGE 

AND HEREDITY 

To tHE Eprror:—I would like to point out several 
errors in the answer given to the question on 
consanguineous marriage and heredity which ap- 
peared in THe Journat on Jan. 4, 1958, page 
110. The answer stated: “If the husband's an- 
cestors have been healthy, physically and mental- 
ly, for at least three generations, there should be 
no particular reason for concern, from a biological 
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point of view.” Most of the deleterious genes 
known in man are recessive, and only infrequently 
can one discern a carrier of such genes by looking 
at him. A perfectly normal individual may, and 
probably does, carry several “bad” genes. Also, 
there is nothing magic or significant about the 
number three in connection with the number of 
generations. Deleterious recessive genes have 
been known to remain in the heterozygous condi- 
tion, and therefore unnoticed, for many succes- 
sive generations. The answer also mentions the 
long brother-sister inbred line of the Ptolemies 
and the lack of ill effects noticed there. There is 
some question about the accuracy of the pedigree 
as given. Asdell (Human Biol. 20:171, 1948) cor- 
rected this popular misconception. He gave the 
pedigree which shows that the inbreeding 
coefficient is zero for most of the individuals 
from Ptolemy I to Cleopatra the Great. Cleopatra 
the Great, herself, was not at all inbred. The last 
sentence of the answer causes the most concern: 
“In consanguineous marriages, even in this ex- 
tremely close degree, the characteristics of the 
offspring are influenced by the traits in their 
ancestry, not by the fact of kinship.” Kinship 
alone does make a difference. Much evidence has 
been accumulated from normally crossbreeding 
organisms (e. g., corn, fruit flies, mice, and man) 
to show that inbreeding lowers fitness. Recently, 
Morton and others (Proc. Nat. Acad. Se. 42:855, 
1956) summarized investigations in man which 
show an increase of child mortality among the 
offspring of consanguineous marriages. They esti- 
mate that in addition to other possible deleteri- 
ous recessive genes, the average person carries 
the equivalent of three to five recessive lethal 
genes which exert their effect in the early life of 
the individual. But all this discussion of inbreed- 
ing and the ancestors of the husband is beside 
the point, because no matter how inbred the 
husband may be, his offspring will not suffer if he 
marries an unrelated woman. Since the husband 
and wife in this case are not related, the coeffi- 
cient of inbreeding of their children will be zero. 
T. H. Roderick, Ph.D. 
University of California 
Berkeley, Calif. 


The above comment was referred to the consult- 
ant who answered the original query, and his re- 
ply follows.—Epb. 


To tHe Eprtor:—The foregoing very intelligent 
comment on the effects of marriage of kin goes 
farther than is necessary, perhaps, for the pur- 
poses of the physician who is consulted on a 
specific case. The commonest question concerns 

marriages between first cousins, and these amount 

to only about 1 in every 200 marriages in the 

United States at the present time. The layman 

will not understand much about corn, fruit flies, 
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and mice, but he understands that marriages be- 
tween cousins of sound stock have produced 
many fine families—Charles Darwin and his wife 
are one of the classic examples. Of course, there 
is nothing magic or significant about the number 
three in connection with the number of genera- 
tions studied, but that is as far as the average 
person has any detailed information about his 
ancestry. The most recent study of the subject 
(Tanner, Eugenics Rev., Jan., 1958) found “no 
consistent differences between cousin and non- 
cousin fertility and child mortality rates which 
could suggest that genetic or endemic disease 
factors might be involved.” Asdell, in the study 
cited in the comment, concluded that differences 
in intelligence of offspring studied were due to 
differences in intelligence of their parents, not to 
the fact that the parents were kin (supposedly 
brother and sister, although, of course, the truth 
about matings 2,000 years ago is somewhat 
problematical). There is no question that many 
recessive traits may pass along unseen for genera- 
tions. There is no question that they are a little 
more likely to be manifested in the offspring of 
marriages between cousins than in those from the 
matings of unrelated persons. There is some un- 
known risk in any mating, and if two cousins of 
sound or superior stock want to marry there is 
little empirical evidence to discourage them and 
some empirical evidence to encourage them. This 
matter of the effects of marriage between cousins 
is one of general interest, even though the num- 
ber of such marriages is dwindling rapidly on this 
continent because of such factors as the increased 
mobility of the population and the smaller num- 
ber of children (which means that people do not 
have as many cousins as their grandparents did). 


CORRECTION 


Disinfection of Water 

Since the publication of the table in the question 
and answer on disinfection of water in THE Jour- 
NAL, Jan. 25, 1958, page 427, certain inconsistencies 
have been noted. The corrected table appears be- 
low. 


Utilization of Common Materials for Disinfection of Water 


To give 2,000 To give 10 
% Available ppm Cle or Ie ppm Cle or Is 
Ch or Ie r A — 
aot — No. Cups No. Gal. 
Given By Solution Solution 
on Titra- Quan- (Made Quan- (Made 
Product* Product tion tityt up to) tityt up to) 
Clorox (Ch).. 5.25 5.3 It Ly 1T 21 
Zonite (Cl).. 09 10 1T 5T 1T 4 
HTH (Cl)... 70.0 67.0 1 tablet 7 1 tablet 85 
Lugol's solu- 
tion (Iz) 
(U. 8S. P.) 5 4.8 It 19 
Tincture of Ie 
(0. S. P.) .. 2 2 1T ty 1T 8 
2 tablets % 


Globaline (Iz). 39.5-42.6 


* These are examples of compounds commonly available which may 
be used for disinfection. Proprietary products will vary in different 
sections of the country. An inventory of compounds possessing bacteri- 
cidal properties, common to the specific locale, should be made. 

T=tablespoon, t—teaspoon. 
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AUTHENTIC ANTICHOLINERGIC ACTION 


“,..experimental and clinical studies... 
have demonstrated! many advantages.” 


(BRAND OF PROPANTHELINE BROMIDE) 


Blocks Parasympathetic Hyperactivity, thus 
Encouraging Mucosal Regeneration in Peptic Ulcer 


Whenever it is necessary to alleviate peptic ulcer 
pain and to control associated gastric hyperacidity 
and hypermotility, Pro-Banthine is the anticholin- 
ergic chosen by a high percentage of physicians 
throughout the United States and Canada. 

Pro-Banthine is often preferred because it rapidly 
relieves pain and hastens healing with minimal side 
reactions. 

Barowsky' reflects a large segment of professional 
opinion when he states: 

“We prefer to use Pro-Banthine because we have 
had greater and more satisfactory experience with it. 
Our experimental and clinical studies with the drug 
have demonstrated many advantages. Apparently, not 
all the anticholinergic drugs affect all the organs in- 
nervated by the parasympathetic to the same degree.” 

The initial dosage is one 15-mg. tablet with meals 
and two tablets at bedtime. For severe manifestations 
two or more tablets four times daily may be pre- 
scribed. Pro-Banthine is supplied in 15-mg. sugar- 
coated tablets. 

G. D. Searle & Co., Chicago 80, Illinois. Research 
in the Service of Medicine. 


1. Barowsky, H., in discussion of Barowsky, H.; Schwartz, S. A., and 
Lister, J.: Experience with Short-Term Intensive Anticholinergic Therapy of 
Peptic Ulcer, Am. J. Gastroenterol. 27:156 (Feb.) 1957. 

2. Sun, D. C. H., and Shay, H.: Optimal Effective Dose of Anticholinergic 
Drug in Peptic Ulcer Therapy, Arch. Int. Med. 97:442 (April) 1956. 

3. Lichstein, J.; Morehouse, M. G., and Osmon, K. L.: Pro-Banthine in the 
Treatment of Peptic Ulcer, Am. J. M. Sc. 232:156 (Aug.) 1956. 
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THE DIETENE COM PANY 
Minneapolis 26, Minn. 


Please send me free a retail size 
one Ib. can (regularly $1.98) of Instant 
Meritene and your new literature on 
prescribing food for treatment. 


Name 


Address 


DOCTOR... 
THIS COUPON BRINGS YOU 


a new 
approach to 


PRESCRIBING 
FOOD FOR 
TREATMENT 


MERITENE is a concentrated 
form of protein food prescribed 
when ordinary foods must be 
supplemented. 


e In debilitation 

e In stress conditions 

e In ulcers and other special diets 
e In total liquid feedings 


Concentrates 
high nutrition 
in a small volume 


The good-tasting 
protein-vitamin-mineral supplement 
A PRODUCT OF 
THE DIETENECOM PANY 


The house of 
good-tasting protein products 
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CLASSIFIED ADVERTISEMENTS 


For personal classified advertisements the rate 
is $7 per insertion for 30 words or less, additional 
words 25¢ each. 

SEMI-DISPLAY ANNOUNCEMENT 
FOR PERSONAL CLASSIFIED ADVERTISEMENTS 


set in bold type (like this paragraph) the rate is $8.75 
per inserticn for 30 words or less, additional words 30¢ 


each. 
COMMERCIAL CLASSIFIED ADS 

For classified advertisements of a commercial or 
promotional nature, the rate is $9 per insertion 
for 20 words or less, additional words 30¢ each. 
For semi-display, $11.25 for 20 words or less, 
additional words 40c each. This rate is given for 
EACH INSERTIO 


CLASSIFIED ADS ARE PAYABLE IN ADVANCE 


BOX NUMBER ADVERTISEMENTS 
A fee of 45e is charged to have answers sent 
eare of A. M. A. Count 4 words for box number 
instructions. Letters sent in care of THe JounNAL 
are forwarded directly to the advertiser as received. 


INQUIRIES ABOUT BOX NUMBER 
ADVERTISEMENTS 
Tue Jounna. is not permitted to divulge the 


identity of advertisers who have their mail sent 
eare of A. M. A. If further information about an 


ad of this type is desired, correspondence should 


be addressed 
directly to the 
advertiser in 
this manner. 


ies” 


All replies to key numbers are mailed the same 
day as received. 

Physicians who are not members of county medi- 
eal societies should submit professional references 
with their advertisements and thus avoid delay. 

The right is reserved to reject or modify all 
advertising copy in conformity with the rules of 
the Advertising Committee. 

All questionable items will be excluded from 
these columns and notification of any misrepre- 
sentation seen by readers will be appreciated. 


CLASSIFIED ADVERTISING FORMS CLOSE 
FRIDAY NOON 15 DAYS PRIOR TO 
THE DATE OF ISSUE 


Journal A.M.A., 535 N. Dearborn St., Chicago 10 


NOTICE 


ELECTROCARDIOGRAPHIC SERVICE; ELECTRO- 
cardiograms interpreted; for full information write to: 
The Louisville Diagnostic Service, 422 West Florence 
Avenue, Louisville, Kentucky (14) 

DESIRE FOR TEACHING PURPOSES TEMPORAL 
bones dry; preferably in the flesh (wet specimens); de 
sire prepared wet specimens on noses and ears; large 
quantity wanted; give details and prices. Box 6696 
Notice, % AMA 


SURGEON-LAWYER—CERTIFIED; FACS: MEMBER 
of the New York Bar; experienced in hospital admin- 
istration, will operate hospital on profit- 
sharing basis. Box 6533, AMA. 


ADMINISTRATORS WANTED 


ADMINISTRATOR FOR CHRONIC HOSPITAL; 137 
beds; excellent opportunity for experienced and willing 
individual; all applications must be in writing and will 
be treated in confidence. Address:.J. R. Bogante, Q.C., 
President, Jewish Hospital of Hope, 10 St. James Street, 
E., Montreal, Canada. 


ASSISTANT WANTED 


= FUTURE OFFERED; CENTRAL NEW JER- 

; by two young general practitioners to general prac- 

tifloner assistant; 2 years graded salary; then partner- 

ship; excellent office, neighborhood; fine schools, reti- 

gious facilities. recreation, transportation, housing. Box 


EXCELLENT OPPORTUNITY — MARYLAND; FOR 
young physician; in thirties; to join thriving practice 
limited internal medicine, pediatrics; excellent 
facilities, recreation, fine ‘schools, housing. 

% AMA. 

ASSISTANT WANTED — ORTHOPAEDIC SURGEON 
Board Certified or eligible to be assistant to a Certi- 
fied orthopod in a medium size city eastern New Jersey; 
ample hospital facilities; excellent opportunity ; fine sal- 
ary plus partnership shortly. Box 6693 B, % AMA. 


WANTED — GENERAL PRACTITIONER TO ASSIST 
busy practitioner in New York City suburb for two year 
period on percentage basis; twelve thousand doilars 
guaranteed yearly then partnership basis. Box 6631 B, 
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chemically different - pharmacologically unique 
Clinically distinctive 


* prompt and predictable action 
Tablets: work overnight without disturbing sleep;'-> 
taken before breakfast, act within six hours 


Suppositories: produce evacuation in 15-60 minutes*-® 


- acts directly on colonic mucosa'® 
virtually no contraindications'~'* 
+ very well 


dosage: Tablets: One to 3 (usually 2) at bedtime for bowel 
movement the following morning, or ¥2 hour before breakfast 
for a movement within six hours. 

Suppositories: One at time bowel movement is required. 


supplied: DULCOLAX® (brand of bisacodyl). Yellow enteric-coated 
tablets of 5 mg. in boxes of 6 and bottles of 100. Suppositories 
of 10 mg. in boxes of 6. Under license from C. H. Boehringer 
Sohn, Ingelheim. 


4 


of bisacody!) 


LAXATIVE 


acts directly on colonic mucosa 
does not depend on systemic absorption 
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tablets - suppositories 
$3256 


1,003 Unsatisfactory 4.9% 


(Total number of Side Effects: 622 3.0%) 


got into a discussion of matrimony. An in- 
tern was an interested listener. 


and 40% fun,” 


and no work at all,” 


me doing it.” 


This data deals with the results 
obtained by 1,944 physicians, 
treating 20,588 hypertensive pa- 
tients with Unitensen. The “Proof 
In Practice” study validates, in 
day-to-day private practice, the 
findings of clinical trials in hos- 
pitals and institutions. It proves 
that Unitensen affords well 
tolerated, dependable office man- 
agement for the majority of 
hypertensive patients. Unitensen 
lowers blood pressure . . . im- 
proves cerebral and renal blood 
flow . . . exerts no adverse effects 
on circulation . . . and, is virtually 
free of serious side effects. 


UNITENSEN’ 


Each Unitensen tablet contains: 
Cryptenamine (tannates) 2.0 mg. 


UNITENSEN-R’ 


Each Unitensen-R tablet contains: 
Cryptenamine (tannates) 1.0 mg., Reserpine, 0.1 mg. 


Clinical supplies available on request. 
Call your pharmacist for any additional informa- 
tion you may need. For economy, prescribe in 50’s. 


using daddy’s perfume.” 


Decatur, Illinois 


Irwin, Neisler & Co. 


TONICS AND SEDATIVES 


* * 
My Favorite Story 


In this space will be published anec- 
dotes submitted by physicians concern- 
ing their practice or people in general. 
Contributions for “My Favorite Story” 
are welcome. 


At a busy hospital a group of surgeons 


“I maintain that matrimony is 60% work 
said the brain surgeon. 
% fun,” said 


“No, it’s 75% work and 2! 


the ulcer specialist. 


* the heart specialist as- 


“You’re both off,’ 


serted. “Marriage is 90% work and 10% fun. 
Here, let’s let this young intern decide. 
What do you say, boy?” 


“I think matrimony must be 100% fun 
said the busy intern. 
“How do you figure that?” 

“If there was any work in it at all,” said 
the harried intern, “you guys would have 


Here is a popular story that has been 
making the rounds recently. It concerns a | 
wife who thought she was catching a cold. 
She took a healthy shot of scotch and went | 
into the bedroom to tuck her offspring into 


“I notice you're 


“Mommy,” the child said, 


SMALL MEDIUM 
parients| | PATIENTS PATIENTS 


Now that the football season is in the | 
offing, stories concerning the pigskin game 
are once again making the rounds. This one 
concerns a doctor friend of ours who was a 
rabid alumnus of a midwestern university. 
He was spending a few days on the campus 
before the first game of the year. As a | 
prominent alumnus, he was asked to give a 
little pep talk to the players at a rally the 
night before the game. 

The doctor was most enthusiastic. 
Throughout the speech, he interspersed the 
following statements, “Give ‘em hell, boys! 
. .. When you get in that game, you want 
to give em H-E-L-L, Hell!” 

The next speaker was a mild-mannered 
minister. He arose and in a small voice said, 
“Boys, give them what the doctor ordered.” 
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Quotes of the Week 


Hope is the feeling that you will succeed 
tomorrow in what you failed at today. 
It’s pitiful to see someone squander 
money and know you can’t help him. 


An onion a day keeps everyone away. 


(Continued on page 92) | 


“Must be 
a doctor's 
office... 
‘Q-Tips’* 
all 


%* Used more than any other 
prepared cotton swab. 


Samples mailed on request. 
Q.-Tips, Inc., Long Island City 1, N. Y. 


Q-Tips® 
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Wets in seconds, sets in 4-5 minutes. Gypsona casts 
are exceptionally strong because of high plaster con- 
tent, with almost no plaster loss. And more plaster per 
yard means you use fewer yards of bandage. Water- 
proof package. 


Try Gypsona® with your own hands—here is quality you can feel 


Gypsona 


PLASTER BANDAGES 
Bauer « Black 


DIVISION OF THE KENDALL COM 
*Reg. T. M. of T. J. Smit 


PANY 
h and Nephew Ltd. 


Gypsona is made of plaster from a special quarry in Eng- 
land. It is pure, creamy and finely ground. Gypsona casts 
are lightweight and strong, with a white, porcelainlike 
finish that stays neat and clean. Ask your Curity repre- 
sentative for a demonstration. 

For an appropriately fine cast padding, we direct you to WEBRIL* Bandage 


——~—FREE—TEXTBOOK OF MODERN PLASTER METHODS —- 
; Baver & Black—Dept. AMA- 9 
309 W. Jackson Bivd., Chicago 6, lil. 


Please send me your complete 105-page summary of 
modern plaster methods—"Gypsona Technique.” With 140 
illustrations, hard cloth binding. (Supply limited) 
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In any kind of 
travel 
sickness eee 


Dramamine 


brand of dimenhydrinate 


no matter what the patient's 
condition... Dramamine can 
be easily administered 


Travel sickness, with its concomi- 
tant vertigo, nausea and vomit- 
ing caused by labyrinthine 
disturbance, can be prevented or 
treated with any of Dramamine’s 
four dosage forms. If the oral 
route is impossible, Dramamine 
given parenterally (ampuls) or 
rectally (Supposicones) will bring 
quick relief. 


the only antinausgant in 
4 dosage forms 


ampuls tablets 


supposicones® 


liquid 


TONICS AND SEDATIVES (Continued) 


She is intolerable, but that’s her only 
fault. 


A pregnant woman was asked by her 
husband how she felt. She replied, “I feel 


ment. As it gets bigger, I begin to wonder 
how I'll ever get it out.” 


| 
| 
| 
| 


like the idiot who built a boat in the base- | 


A woman, noted for her cleanliness, 
dropped in to visit a neighbor at the hos- | 


pital and presented her with a bouquet of 
flowers. The neighbor thanked her but 
| asked, “Why are the flowers so wilted?” 


“I boiled them,” answered the woman, | 


| “to kill the germs.” 


How It Started 


From time to time in this column we run | 

a little feature on the origin of words that | 

|are used frequently by ali of us in day to | 

day conversation. How these words began, 

| if not always amusing, is at least a matter 
of passing interest: 


Corset: This word is a diminutive of the 
old French word, cors, meaning body. It is | 
quite proper that it is a diminutive, for a} 
corset is supposed to make a body smaller. | 
The French word, cors, comes from the 
Latin, corpus, which also meant body, and | 
gave us our word corpulent, a condition | 
that a corset should help correct. | 

| 

Cravat: While this is the British word for | 
necktie, the French are responsible for the 
term. In the 17th century Croatian merce- | 
naries appeared in France wearing linen | 
scarves about their necks. The French, both | 
men and women, were greatly taken with 
the idea. They immediately made scarves 
for themselves in linen and lace and tied 
them with long flowing ends. They began 
calling them cravates. This was a perfectly 
natural thing to do, for the word cravates 
in French simply meant “Croatians,” the 
race that had brought this new idea to 
France. 


| Perfume: Back in the middle ages when 
| you perfumed a room, you disinfected it. 
|A writer in 1560 says, “she dyed of the 
| plage and they perfumed the house with 
| graines of Juniper.” This is not so surpris- 
ing when we learn that the words perfume 
and fumigate are both originally ‘from the 
Latin source fumus, which means smoke. 
The Romans combined per, meaning 
through, and fumus to create the word, 
perfumo, “perfume with smoke.” So our 
word perfume really means something that 
floats through the air like smoke. 


(Continued on page 94) 


© Softens stools 
naturally 


Promote 
favorable intestinal 
flora 


© Supplies 
nutritional barley 
malt extract for 
under-par patients 


Dose: 2 Tbs. A.M. 
and PM. 


FORMS 
Liquid and Powder 


2 


KNon-diastatic barley malt extract 


neutralized with potassium carbonate 
Send for 


ta Canada: 
CHEMO-DRUG 
COMPANY LTD., 


BORCHERDT Co. TORONTO 
217 N. Wolcott Ave.,Chicago 12, Ill. 


INVALUABLE 
for DOCTORS 


NEGA-FILE 


PORTABLE 
SLIDE FILES 


For 3%,” x 4” 
slides. 


© PERFECT SLIDE PROTECTION! 
NO BREAKAGE, DUST, DAMPNESS! 


* ‘ANGLE GROOVE’ CONSTRUCTION! 


Finger-tip slide reference. View 
each slide without removing from 
file. New filing, removal ease! 


© BEAUTY! Magnificent seasoned hardwood, 
smartly styled. Walnut finish. Comfortable, 
leather handles. Lock corner joints. Brass-plated 
hardware, snap locks. 
© 3 SIZES AVAILABLE! 
(Ali with removable index, numbered slots) 
34-25 25 slides. $ 6.45 


34-50 50 slides. 10.75 
34-100 100 slides. 12.95 


E NESAFILE 


NEGAC)-FILE 


DOYLESTOWN, PA 


Consult your lo- 
cal photo dealer 
or order direct 


Sieg J.A.M.A., Sept. 20, 1958 
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better nutrition, 
more effective buffering 


for peptic ulcer patients 


Sustagen: 


Complete food, Mead Johnson 
powder 


~~ helps you keep 
peptic ulcer patients well-fed 
A ... comfortable ... on the go 


With Sustagen, you can provide the 
peptic ulcer patient with a diet complete 
in all known essential nutrients... and, 
because of its effective buffering action, 
Sustagen helps speed healing of the lesion. 


In a study of 40 patients “refractory to 
conventional ulcer therapy,’’ 87% re- 
sponded favorably toa Sustagen regimen. 
(Winkelstein, A.: Am. J. Gastroenterol- 
ogy 27: 45, 1957) 


Special Printed Diets for Peptic Ulcer 
Patients (Lit. 306) are available to save 
you time in instructing your patients. 
For a supply or specimens of these diets, 
you are cordially invited to ask your 
Mead Johnson Representative or write 
to us, Evansville 21, Indiana. 


Mead Johnson 


Symbol of service in medicine 
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AGGRAVATES... 


DERMATITIC CONDITIONS | 


Soap, because of its high alka- | 
linity, can be a primary cause of | 
skin irritation. Or it can aggra- | 
vate a dermatitic condition al- | 
ready present . . . make it worse | 

. . and even prolong it. Lowila | 
is soap free . .. does not contain 
alkali, fatty acids or perfumes. 
Lowila cleanses tender or der- | 
matitic skin without irritation | 

. . maintains the normal acid | 
mantle of the skin. . . creates an 
environment favorable to ther-_ 
apy and normal healing. 


Lowila should replace your 
patients’ regular bar soap for 
washing, bathing and shampoo- 
ing. It easily works into a rich, | 
gentle lather in both hard and | 
soft water. 


Soap irritation wastes sound | 
dermatologic therapy 
recommend Lowila cake. 


WRITE FOR | SAMPLES 


WESTWOOD PHARMACEUTICALS 
Division of Foster-Milburn Company 
468 Dewitt Street, Buffalo 13, New York 


to cleanse 


TONICS AND SEDATIVES (Continued) 
Tuxedo: In 1814 Pierre Lorillard and his | 


grandson acquired the land around Tuxedo 

Lake about 40 miles from New York City. | 
An exclusive residential community was 
found there, and within eight years Tuxedo 
Park had become so socially important that 
its name was given to a new style in men’s 
dinner coats, the tuxedo. It is interesting to 
further note that the word, tuxedo, comes 
from 
means wolf’s clothing. Therefore many an 
eligible bachelor goes clad in wolf's cloth- 
ing. 


the Indian word, P’Tuksit, which 


e 
The Poetry Corner 


They took a little gravel and they took 
a little tar 
With various 
from afar; 
They hammered it and rolled it, and 
when they went away 

They said they had a highway to last 
for many a day. 

They came with picks and smote it, to 
lay a water main, 

And then they called the workmen to 
put it back again; 

To lay a power cable they took it up 
once more, 

And then they put it back again just 
where it was before. 

They dug it up for conduits, to run 
the telephone, 

And then they put it back again, as 
hard as any stone. 

They tore it up for gas so we can cook 
our food, 

And then they put it back again, when 
they were in the mood. 

Now the highway’s full of furrows; 
there are patches everywhere. 

You’d like to ride upon it, but it’s 
seldom that you dare. 

It’s a very handsome highway, a credit 
to our town; 

They're always digging of it up, or 
putting of it down. 


ingredients imported 


| 


J.A.M.A., Sept. 20, 1958 


DRAMATIC 
TOXICITY COMPARISON 


A Photograph of rabbit eye taken 23 days 
after 0.1% benzalkonium chloride was 
pooled for five minutes over partially 
denuded cornea and conjunctiva 


B Photograph of rabbit eye taken 23 days 
after Virac diluted to contain 9 1% quater- 
nary base was pooled for five minutes 
over partially denuded cornea and con- 
junctiva 

REFERENCE: Harris, J. E., Rowell, P. P., 
Beaudreau, O., ‘Laboratory and Clinical 
Experience With Virac’’. AMA Arch. of 
Ophth., Aug. '58. 


A highly effective microbiocidal iodine 
compound, VIRAC has been reported 
suitable for use in the human eye, thus 
providing an improved and effective 
treatment of conjunctivitis and other ex- 


ternal eye infections. 
% Undecoylium chloride — iodine 


VIRAC ous 


druggists and physicians supply houses 
in ophthalmic ointment, solution and 
concentrate form, 


RUSON LABORATORIES 


Portland 2, Oregon 


PLEASE DO NOT ASK for the 


names of classified advertisers in 


| the JOURNAL who use box num- 


bers. It is our agreement with these 
advertisers that the information will 
not be released. Address your re- 
plies or inquiries to the box number 
given, c/o A.M.A., and they will be 
forwarded promptly. 


without irritation 
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CITRIC ACID 
the 


additive 


choice 
of 


Lederle Research 


COOH 


H-C COOH 


COOH 


triple assurance of maximum antibiotic potency 


In developing ACHROMYCIN V, Lederle research scientists aimed for 
patient response rather than laboratory results, and chose citric acid 
for its outstanding value under clinical conditions. Citric acid is unique 
in that it contains THREE free carboxyl groups in every molecule to 
combine with the metallic ions which interfere with gastrointestinal 
absorption. This activity thus leaves the pure active tetracycline mole- 
cule available for full absorpion and rapid action at the site of infection 


4 


ASSURES EVERY PATIENT PRECISE 
ANTIBIOTIC ACTION UNDER THE VARIED 
CONDITIONS OF REALISTIC CLINICAL PRACTICE 


produces optimal gastric conditions 


ideally, most antibiotics are given on an empty stomach. Since citric acid helps contro! un- 
favorable variances in gastric content,conditions in the stomach are optimal with ACHROMYCIN V 
tetracycline with citric acid. 


prevents interference with absorption 
: Sequestering of antibiotic molecules by free metallic ions, always present in the intestinal 
_ tract, can deprive patients of a full therapeutic dose. The three active carboxy! radica’s which 
protect the action of ACHROMYCIN V trap these free cations and allow uninhibited antibiotic 
absorption. 

provides for peak antibiotic action 


At the site of infection where, in essence, ali antibiotics are proved, ACHROMYCIN ¥ combats 
a wide fange of pathogens under optimal tissue conditions. Citric acid, a factor of medically 
established value in the natural acid-base regulating mechanism of the GJ. tract, facilitates a 
more complete, and rapid antibiotic action 


MORE DOCTORS PRESCRIBE 
ACHROMYCIN THAN ANY OTHER 
BROAD-SPECTRUM ANTIBIOTIC 


LEGERLE LABORATORIES, Division of AMERICAN CYANAMID COMPANY. Peart River ¥ 
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they welcome Ovaltine for extra nourishment 


From pediatrics to geriatrics Ovaltine 
provides a rich source of the vitamins, 
minerals and other essential food elements 
required for the maintenance of a good 
nutritional state. 

Ovaltine is a nourishing, well-tolerated 
beverage combining natural blandness 
with good taste. It produces a soothing 
and relaxing effect for the tense and 
nervous patient, particularly when taken 
at bedtime. 


It is ideal for use where stimulating 
beverages should be avoided... ideal as 
nutritional fortification for patients on 
bland diets...or to help maintain a 
satisfactory nutritional level during 
physiologic stress. 


Three servings of Ovaltine and milk provide: 


12 Vitamins 13 Minerals 

*Vitamin A.........4000 1.U. including Calcium, 
‘Vitamin D..........420 1.U, Phosphorus, Iron and lodine 
“Ascorbic acid......37.0 mg. CARBOHYDRATE. .. .65 Gm. 
*Thiamine. ..........1.2 mg. *PROTEIN 

“Riboflavin. ..... +++ -2.0 me. 
Pyridoxine..........0.5 mg. *Nutrients for which daily 
Vitamin Biz....... 5.0 meg. dietary allowances are recom- 
Pantothenic acid... .3.0 mg. mended by the National Re- 
search Council, 

A jar of Ovaitine will be 

sent for your personal use 
on request, 


Folic acid..........0. 
Biotin. ....... .0.03 mg. 


® 
Ova l t 1N@ © when extra nourishment is desired 


The Wander Company, 105 W. Adams St., Chicago 3, IIl. 


(Continued from page 88) 


PHYSICIANS WANTED 


PSYCHIATRISTS WANTED — PSYCHIATRISTS (3) 
for employment with the United States Government de- 
siring career opportunity to work in a clinical setting as 
well as active research program in close association with 
well qualified psychiatrist in a small unit offering indi- 
vidual attention; must be Board eligible; under 45 
years of age; United States born citizen, graduate of 
Class A medical school; salary $10,130 to $11,595 per 
annum; include summary: personal, professional and 
military background. Box 6697 C, % AMA 


OTOLARYNGOLOGIST -— MIDWEST; 
need Board Certified or Board Eligible ENT man with 
special interest in endoscopy, to associate with a highly 
successful group of young ages 32-38 specialists; many 
benefits, including possibility of early partnership in 
rapidly expanding clinic with no investment needed; 
city of 40,000; serving 80,000 in prosperous area in 
ideal geographical location. ‘Write, giving full details to: 
Box 6495 C, % AMA, 


PHYSICIAN-SURGEON; UNUSUAL OPPORTUNITY; 
established medical offices and equipment available due 
to death of physician with large and aa prac- 
tice; choice location in prosperous city of ; county 
seat; forty miles from Omaha, etlesha? modern 75 
bed hospital; million dollar addition under construc- 
tion; complete medical, surgical, x-ray equipment and 
a ee now from widow-owner. Box 6225 C, 


URGENTLY 


| SURGERY: (a) 


J.A.M.A., Sept. 20, 1958 


SHAY MEDICAL AGENCY 


55 E. Washington Street 
Chicago 2, Illinois 
Service of Distinction since 1914 


Med. Ed; NEng; $12 
NEng hosp for 


tn 
ANESTHESIOLOGY: (a) Wd ‘dept 160 bed hosp, to be 
increased to 300; bringing thor surg to city so def 
need for MD: PP; southern indus city (b) independ- 
ent contractor for Calif hosp; 4 anes handle about 300 
surg & 75 maternity cases a mo; est net income about 
$25, 000 (c) eastern hosp, 4 anes operate as grp; 240 
beds; min net income $15,000, can be higher Ist yr. 
ASSOCIATION: Ige. well est. genl. medical pract. w/sig- 
nificant amt. surg.; rapid advnemnt full prtnrshp; 
suggested starting sal. $250 week, plus bonus; indus. 


city: Mic 

CARDIOLOGY: Grp, NW, versed in procedure of cardiac 
catheterization; sal open 

DERMATOLOGY: (a) well est orp of 10; outskirts Choo: 

%. oprtorshp, salary—whichever preferred (b) assn 

w/Cert Derm; Mich; 3!2. 000; tchg appntmnt avail (c) 

; East; % of personal gross initialiy, fu- 


ADMINISTRATION: (a) Dir. 
) Deputy Clin 
det ficient; to $9854 & fu 


: "Op: 11; cons. more than $1000 a mo 
w/early prtnrshp (b) outstndng grp of 12; MW; $18,- 
000 & incentive plan based on production (c) assn; 
0 $15,000 start, early prtnrshp; all you need 
assn; Alaska; salary Ist yr, then % & 

; $1000 start plus 10% of 

t Med & 


. increased to $1500 a mo w/prog in- 
creases thereafter, Minn (d) for mobile blood opera- 
. $7344, w/yrly increases & fringe benefits; 40- 
hour wk; M (e) assn, w/o some surg, Tex, 
4 $15,000 ist yr (f) clinic, diversified indus comm. 
t $15,000 start 

House ‘PHYSICIAN: (a) orp pract w/hosp, central Fla: 
$500 (b) 345 bed hosp, geni duty, Ky, $400 & mtn (c) 

Mich hosp; $6000 
INDUSTRIAL: w/some PP; Chgo suburb; $650 base guar 
° 20% of gross of what you earn over & above that 


mt 
INSURANCE: (a) asst med dir; NEng; under 35; $10,000 
S » oo med dir; MW; $10,000 trng in Int Med 


neficia 
INTERNISTS: (a) assn; Alaska; sal ist yr (b) assn: 
w/trng in cardiol; Fla; $1000 & med expenses; future 
ortnrs p (c) Grp; MW: $1000 start & upward to 
$2000 when suff volume attained i. justify increases 
(d) sm grp; Detroit; some GP; $15, start w/min 
$2000 increase each yr (e) w/interest in occupational 
hith problems; RR; East: $12,500; 40-hr wk. 
NEUROLOGY: (a) new grp of 3; East: % of personal 
ross w/future prtnrshp (b) Ohio; grp; qual to Hd 
ept; interested in resrch 
— SURGERY: Priv MW orp of 1; sal ist 3 yrs, 
n eli prtnrshp 

GYNECOLOGY: (a) 5-man orp; Il; $12,- 
co potential over $30, (b) new orp: NJ; 

rsonal gross initially w/future prtnrshp 
OPHTHALMOLOGY: asst Bo’'d man; Tex clin; $12,000 
ORTHOPEDICS: (b) clinic; Ohio; qual Hd dept & inter- 
ested in resrch (c) well-known orp of 37 yng men; 
East; excel. starting salary w/yrly increases thereafter 
ve st; sal or comm ranging be- 
of 

8,000 


% personal 


PEDIATRICS : (a) 3-man $ A 
med @rp. 


initially w/future prtnrs 


: (a) hosp assn; deep So; $15,000 

then evens % (b) assn w/8 man arp. all doing 

Rad: : $14,000 Ist yr—can make additional $5000 

w/some GP, trauma & indus surg; share 
in well- est pract; sal to $1000 a mo for 6 mos, then 

; (c) prepared to do GP for yr or 2; sm 
Bo'd Elig spec; Mich; $15,000 start 

TUBERCULOSIS: (a) staff State The hosp; South: $7500 

start: comp! mtn (b) asst phys; 


state hosp; MW: to 
$9600 & mtn 
UROLOGY: (a) assoc PP est for 20 yrs; MW; sal open: 
full prtnrshp w/in 1- <i (b) Hd Dept: clin; MW; good 
chances for advnsmn 


Upon request one of our applications will be mailed to 
you. Write us today—a post card will do. 


GENERAL PRACTITIONER — CALIFORNIA LI- 
censed; appointments all areas of the State; small and 
large clinics or partnership 
practice can be assumed with small investment for 

no registration fee; information gladly. 


ASSOCIATE MEDICAL DIRECTOR—MIDWEST ETHI 
cal pharmaceutical manufacturer needs MD capable of 
administering program to provide clinical papers in 
support of product line; applicants should be familiar, 
preferably experienced, in techniques involved with 
clinical evaluation of pharmaceutical products; position 
will involve close cooperation with sales department; 
new position in growing i sized company. Write 
giving partic@lars. Box 6702 C, M. 


WANTED—DOCTOR; GENERAL PRACTICE; 
room clinic; serving rural, industrial area 9,000 people 
15 miles from Huntsville; no doctor nearer 15 miles; 
excellent opportunity for doctor wanting to live in small 
town that is growing; clinic rent free rn 6 months; po- 
tential $35,000 annual Kross income. Call or write: New 
Market Clinic, Inc., Worlund, Secretary, Tele 
phone 18W, New Market, Alabama. Cc 


ASSOCIATE MEDICAL DIRECTOR—MD WITH TWO 
or more years private practice; interested, preferably 
experienced in clinical evaluation of pharmaceutical 
products ; needed by Chicago area ethical pharmaceutic al 
manufacturer; an established position in a reliable, 
growing medium sized company. Write giving particu- 
ae a luding any special fleld of interest. Box 6701 C, 


NEW 13 


ASSISTANTSHIPS OPEN FOR YOUNG CALIFORNIA 
internists, dermatologists ; orthopedists ; workin 

aries 

$12,000 if formal training completed. Write: 

oast Medical Bureau, Agency, 703 Market Street, Cen- 

tral Tower Building, San Francisco 3. c 


Helen 
510 W. 


SEVEN ADDITIONAL SPECIALISTS 
tified or Board eligible; 


ee Continental Medical Bureau, Agency. 
6th Street, Los Angeles 14, California. c 


— BOARD CER- 
for expanding upper midwest 
clinic; obstetrician-gynecologist, ophthalmologist, urolo- 
gist, psychiatrist, neurosurgeon, radiologist, and derma- 
tologist; furnish complete information regarding pro- 
fessional training, availability, expected starting salary 
and family status in letter to: Box 6698 C, AMA. 


RADIOLOGIST — FULL TIME FACULTY APPOINT- 
ment as instructor or assistant professor in southern 
medical school; new teaching hospital has ultimate bed 
capacity of 600; duties primarily in diagnosis; equip- 
ment includes high-speed angiographic and cinefluoro- 
graphic units; citizenship necessary. Box 6707 C, % 
AMA 


WANTED — ADMINISTRATIVE PHYSICIAN — AS 
only medical member of top planning Board for large 
federal agency; participates in research and planning 
for a variety of programs; including major hospital and 
medical programs; full time, continuing position 
high grade with Civil Service benefits. Write a ‘ 
Stuyvesant Place, N. W., Washington 15, D. 


GENERAL PRACTICE—HOSPITAL AND CLINIC IN 
central Texas desires association of man in general 
practice capable of assisting in surgery; salary $1,000 
per month plus half his house call fees; please give 
resume of training, experience, and general information 
first letter. Box 6705 C, % AMA. 


(Continued on page 98) 
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pain 


the first concern control 


in patient without 
after patient | narcotics 


Zactirin is a potent 
analgesic. It controls 
pain as effectively as 
does codeine, but its 
use is free from the 
well-known liabilities 


of codeine. 


2 Zactirin tablets are 
equivalent in analgesic 
potency to % grain of 
codeine plus 10 grains 
of acetylsalicylic acid. 


Zactirin is non-nar- 
cotic. 


Zactirin is effectively 
anti-inflammatory. 


Supplied in distinctive, 2-layer yel- 
low-and-green tablets, bottles of 48. 
Each tablet contains 75 mg. of 
ethoheptazine citrate and 325 mg. 
(5 grains) of acetylsalicylic acid. 
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Specially Designed for Medical Ise, - 


OUTSIDE DIMENSIONS: 
36” high, 225%" wide, deep 


Full Protection for your Bacteriologicals and Antibiotics 


PORTABLE (Spor) REFRIGERATION 


The ease with which the Astral can be moved from office to office—its complete 
silence guaranteed—its easy-to-clean interior, rounded corners, finished with tough 


MORPHY-RICHARDS 


chip-resistant Viny! enamel which resists alkalis, fruit acids, etc.—and, most im- 
portant, the way it maintains the same even steady temperature month after month, 
year after year—all these features combine to make the Astral an ideal refrigerator | 
for use in every doctor’s office or laboratory. 


Best of all it is priced most economically. 


232 S. Van Brunt St., Englewood, N. J. 


(Continued from page 96) 


INDUSTRIAL PHYSICIAN—START_ $15,000; WEST- 
ern state requiring basic science certificate; but recipro- 
cates in this with most other states; single or accept 
with family due to housing; regular hours. Pacific Coast 
Medical Bureau, Agency, 703 Market Street, Central 
Tower Building, San Francisco 3. c 


PHYSICIANS WANTED — ESPECIALLY EENT SPE- 


cialists; building with 7 office rooms on first floor; 
apartment with 6 rooms and bath on second fioor; Can- 
ton, Ohio; 15,000 population ; good schools and churches, 


hospital building addition which nearly doubles sae: 
ity; splendid medical staff. Box 6643 C, % AM 


WANTED—AMERICAN BOARD SPECIALISTS: PHY- 
sicians interested in group or private practice; teaching 
research, public health or industrial medicine; National 
and international services. Our 62nd Year. Woodward 
Medical Bureau, 185 N. Wabash Avenue, Chicago. C 


RADIOLOGIST WANTED—TO JOIN GROUP OF RADI- 
ologists in the Los Angeles area; office and hospital type 
practice; salary leading to partnership; please give all 
information in first letter; California license required. 
Box 6729 C, % AMA. 


RADIOLOGIST—CERTIFIED OR ELIGIBLE; AS ASSO- 
ciate busy 210 bed hospital; percentage arrangement 
should net $20,000 first year. Contact: Administrator, 
Robeson Memorial Hospital, Lumberton, North Cate 
lina 


WANTED—PHYSICIAN; MALE OR FEMALE; SMALL 

own in the Ozark foothills ; agriculture 
factories; eight room asy 
erms; 20 minutes from accredited hospital. Dr. Kirksey, 
Mulberry, Arkansas. Cc 


INTERNIST FOR HOSPITAL PRACTICE—TO JOIN 
two internists in hospital with approved medical resi 
dency progra:i; small town; upper south; salary first 


year; full partnership second year; should be Board 

Certified. Address: Box 6720 C, % AMA, 
WANTED—YOUNG GENERAL PRACTITIONER; FOR 

permanent association with experienced physician in 


southwest Georgia; excellent office and hospital facili- 
ties; liberal arrangement leading to partnership. nn 
¥. Doyle, MD, Camilla, Georgia. 


ACTIVE GROWING PRACTICE 
urbs; requires competent MD to 
practitioner; please include age, marital; 
schoc » and place of internship in reply. 
Y AMA 


IN CHICAGO SUB- 
associate with general 
military 

Box 67 


GENERAL PRACTITIONER WANTED — MARRIED; 
small group; two hours from Chicago; salary {st year 
$1,200; salary with percentage 2nd year; partnership 
offered end of 2nd year; have moved into new building 
and need some help. Box 6710 C, % AMA 


GENERAL PRACTICE—IN SMALL TOWN IN CALI- 
fornia; prosperous community near large centers; gross 
over $36,000; nothing to buy. Write for details. Box 
6736 C, % AMA 


J.A.M.A., Sept. 20, 1958 


The 
Medical 
Bureau 


900 North Michigan Avenue 


ADMINISTRATION: (AA92) Dir. med. ed; 
en hosp; cit ge So, 


Chicago 


new 300-bed 
18 miles from Atlantic 
q M dir; new project, completion 
early 1960; ali facilities will need to be built; pref 
x- —— or nay officer who has adm Ige hosp, avail- 

able soon; Cal 
ANESTHESIOLOGY: (B35) Dir dept, 150-bed gen hosp, 
assoc himself in priv pract with other members med 
staff; should have income well in excess of $20,000; 
pal will guarantee $18,000; coll town nr several ige 


So 
DERMATOLOGY: (D40) Ass’n, 14-man orp; city 135,000 


r 2 med school cities, N 
GENERAL PRACT (F37) Ass'n, over-worked GP; 
pref yo GP i . int med, ped, surg; town, 100,000, 
75 miles from Frisco; 2 excel hosps; sal., 18 months, 
then 50 50%. (F38) Three GPs, ped, ob- gyn, gen surg 
posse chest surg; Pacific Islands; 2-year contracts, all 
traveling expenses. (F39) Ass'n, 10-man county 
seat town nr coll twn, 40,000, Rocky Mts; $12,000 mo, 
increasing to $1450. (F40) Ass'n, small clinic; small 
twn, Lake Champlain area, 
e talk Canadian French elig; $10-$15 
INDUSTRIAL MEDICINE: (G83) To take - = med 
— airline co; pref yg MD exp aviation med or flight 
urg; MW. (G84) Camp MD, atomic energy test site. 
"$1200-$1700 mo; Guties mainly int. med, minor 


| INSURANCE MEDICINE: (X35) Chief med officers, NY 
offices, major co; internists or GPs; all fringe 


ents 

INTERNAL MEDICINE: (H30) With 
allergy or gastroenterology; !!-man group; new clinic 
bidg; town 70,000, noted resort area, SW. (H31!) 
Ass'n, 4 Board internists constituting dept, med., 12- 
man group; pref one trained hematology ; 
achieve senior status in min 5 yrs; So Calif. 
Ass'n, hypertension div, med dept, 1000-bed tch'g 
hosp; pref interested hypertension or cardiovascular 
renal disease; med schi city, MW. (H33) Ass'n, 2 
Board cardiologists: pref. one similarly qual; Fla. 

OALR: (E25) Oto, chief of dept, new 200-bed gen hosp & 
clinic; if Board, $20-$25,000; (E26) ; he 
dept, 16 man group; res town, So Calif; partner 
oppor. (E27) Immediate need for oto to assoc. with 
2 otos, No. Calif; 2 fully equipped separate offices; 
clinic-hosp pract potential; sal-percentage contract; 
permanent status potential. 

OBSTETRICS-GYNECOLOGY: (Ui!) 


subspecialty in 


Ass'n, community 


cl. supervised & managed by MDs; excel. 250-bed gen 
osp; town . 18 miles from univ. city, So; 
$18,000. i? Ass'n, 12-man group; town 30,000, NW 
Texas; m 15,000; senior status after several yrs 
ORTHOPEDICS: (K63) Ass’n, Board orth, S; own 
15-man office recently completed adj 2 hsps (900 
beds); med school city, ; early partner. (K64) 


gh a clinic estab 1917; county seat & 
(L77) Ass’n, 275-bed gen hosp; city, mil- 


PATH HOLOGY: 
lion pop, 2 med schools; $20-$25,000, 
rivileges; E. (L78) Ass'n, 2 Board pathologists; busy 


osp & priv pract; min $17,000 increasing to $25,000; 


Calif. 
PEDIATRICS: (M90) Ass'n, community clinic supervised 


& managed by MDs; excel 250- bed 7 hosp; town 
30,000, 18 miles from univ city, So y . (M91) 
Ass'n, 20-man group; expansion prog: city, approx 
million; 4 med schools, E. 

P & N: (P16) Young NP to join expanding staff, 1000- 
bed tch’g hosp, gen; outpatient clinic visits average 
2100 oppor NP on priv pract basis; sub- 
stantial s 

RADIOLOGY: 


practices will be con- 

-$20,000; Hawaii. 
(R43) Assoc chief; new 200- bed gen hosp; Kentucky: 
if Board, $20,000. 


SURGERY: (UI5) Ass'n, community cl supervised & 
managed by MDs; excel 250-bed gen hosp; town 
18 miles from univ. city, So; $18,000. 
UROLOGY: (W42) Pref with academic interests; ass’n 
| tch’g hosp, 1000 beds; med school city, 


| PATHOLOGIST FOR 227 


| 


Please send for our Analysis Form. 


Burneice Largon oirector 


BED GENERAL HOSPITAL 


in western Massachusetts with brand new plant; Board 
or Board Eligible to assume direction of pathology de 
partment. Write: R. J. Maher, MD, Providence Hospita}, 
Holyoke, Massachusetts 


GENERAL PRACTITIONER WANTED — NEW AIR 
conditioned building; salary with mages oe first two 
years, then partnership; two hours from Chicago; com- 
conv of 20,000; four weeks vacation. Box 6699 C, 
AM 


ANESTHESIOLOGIST TO DIRECT DE 
partment; new 200 bed hospital opening early spring; 
must be Board qualified or Board eligible; excellent 
opportunity ; southeast coastal city; 85,000 population. 
Write: Box 6703 C, % AMA. 


TWO WARD SURGEONS—NEBRASKA; 201 BED GEN- 
eral hospital; one general surgeon; one with orthopedic 
interest desired. Write: Manager, Veterans Administra- 
tion Hospital, Grand Island, Nebraska. c 


ALLERGIST—-PREFERABLY TRAINED OR DERMA 
tologist, internist or pediatrician with interest in allergy; 
excellent salary; partnership agrt midwest; university 
city of 275,000. Box 6711 C, AMA. 


CANADIAN FOR TORONTO BRANCH LARGE PHAR. 
maceutical firm; $12,000-$15,000. New York Medical 
Exchange, 489 Fifth Avenue, New York City, Patricia 
Edgerly, Director. € 


WANTED—PATHOLOGIST—FULL CHARGE OF LAB- 
oratory; new 200 bed hospital to open early spring, re- 
placing old hospital; excellent opportunity. Write: Box 
6704 C, % AMA 


WANTED 


(Continued on page 100) 
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you can clear topical infections promptly with 


NEO-POLYCIN:® 


...- because Neo-Polycin provides 3 preferred topical antibiotics 


neomycin /sacrrnacin /PoryMyxIN 


in the unique Fuzene® base which releases greater antibiotic concentrations 


than do ordinary grease-base ointments. 


NEO-POLYCIN covers the entire range of bacteria most often ii 
found in topical lesions...has a low index of sensitivity...averts 
the risk of sensitization to lifesaving antibiotics, since the antibi- 

| 


otics used in Neo-Polycin are rarely used systemically... is mis- 
cible with blood, pus and tissue exudates without loss of efficacy. 


Each gram of Neo-Polycin Ointment contains 3 mg. of neomycin, 8000 units 
of polymyxin B sulfate and 400 units of bacitracin in the unique Fuzene 
(polyethylene glycol diester) base. Supplied in 15 Gm. tubes. Also supplied as 
Neo-Polycin Ophthalmic Ointment (anhydrous, lanolin-petrolatum base) in 
oz. tubes. 


*Trademark 


PITMAN-MOORE COMPANY : invianapotis, INDIANA 


DIVISION OF ALLIED LABORATORIES, INC. 


: 


OF 


SWELLING, 
SORENESS, 
RESPOND 


VARIDASE 


Streptokinase-Streptodornase Lederle 


STRAINS 
SPRAINS 


e REDUCE INFLAMMATORY 
REACTION...SPEED 
RECOVERY PROCESS 


e NOW, SIMPLE 
BUCCAL ROUTE 


ADMINISTRATION: VARIDASE 
Buccal Tablets should be re- 
tained in the buccal pouch 
until dissolved. For maximum 
absorption, patient should 
delay swallowing saliva. 


DOSAGE: One tablet four times 
daily usually for five days. 
When infection is present, 
VARIDASE Buccal Tablets 


should be given in conjunc- | 


tion with an antibiotic such 
as ACHROMYCIN® V Tetracy- 
Cline with Citric Acid. 


Each tablet contains: 
10,000 Units Streptokinase, 
2,500 Units Streptodornase. 


LEDERLE LABORATORIES 

A Division of 

AMERICAN CYANAMID COMPANY 
Peari River, New York 

*Reg. U.S Pat. Off. 


(Continued from page 98) 


DOCTOR URGENTLY NEEDED—POTENTIAL 8,000; 
hospital, laboratory in nearby Oswego; Syracuse, 30 
miles; located in heart of boating. hunting, fishing, 
camping region upstate New York. Box 6727 C, % AMA. 


WANTED—PSYCHIATRIST EXPERIENCED IN ELEC- 
tric shock, insulin and drug therapy for private hos- 
pital; salary $10,000 plus urifurnished house. Reply: 
Box 6580 C, % AMA. 


WANTED—FULL TIME PHYSICIAN FOR RAILWAY; 
must be eligible for license 1 Virginia, West Virginia; 
and Ohio. Box 6549 C, % AMA. 


WANTED—INTERNIST FOR SMALL GROUP IN THE 
southwest; salary negotiable; please give pertinent in- 
formation in reply. Box 6709 C, % AMA. 


OPPORTUNITIES FOR PRACTICE WITH ABLE 
group of physicians and surgeons in this 600 bed GM&S 
Veterans Administration Hospital+, Columbia, South 
Carolina; positions in orthopedics, radiology, otolaryn- 
gology, pathology and neurosurgery available; salaries up 

to $13,970 depending on qualifications, plus 15% 

Board Certification allowance; liberal vacation and sick 

leave and retirement plan; ideal year round climate; 

United States citizenship and license of any state re- 

quired; excellent opportunity. Write: Director, Profes- 

sional Services, Veterans ‘Administration Hospital, Co- 
lumbia, South Carolina. Cc 


WANTED 


— GENERAL PHYSICIANS: UNDER 35 


ars of age; full time hospital practice, opportunity 
develop interest; consultation with — avail- 


able in 


professional care program of 10 Miners Memo- 


rial Hospitals; full time pesitions with starting com- 


pensation at the rate of $12,000 per year; 


progressive 


pay scale; for appointment cumronty and for July 1959; 


address: 


S. citizenship and eli 
Virginia, or We 


=) for licensure in Ken- 
st Virginia required. For details, 
The Clinical Director, Miners Memorial Hos- 


pital 1427 Eve Street, N. W., Washington 


EMERG 
cies ar 


Physicians beginning September 1, 
fresher for physicians waiting to start residencies, 
tary service 


or work 


ENCY 


ROOM PHYSICIANS—THREE VACAN 
for appointment as Receiving Ward 
1958; excellent re 
mili- 
or general practice; may arrange for study 
laboratories in off-duty 


available 


in various clinics or 


time; applications for any period of six months or long- 


er will 


University of Cincinnati College of Medicine, 


General 
WANTED 
ers with 
hospital 


tion land, 
—summer is ideal, 
salary depends on experience after graduation to 


mate 
erate; 


maximum of $13,970 or $16,000 if Board Certified; 
information contact: 
Hospital, 


citizens. 


Write: Dr. Kenneth L. Clark, 


Cincinnati 
Cc 


be considered. 


Cincinnati 29, Ohio. 
- PHYSICIANS; GENERAL PRACTITION 
interest in psychiatry or psychiatrists 707 bed 
located in Sheridan, Wyoming; area is a vaca 
located along the Big Horn Mountains; cli 
fall beautiful and winter mod 


Hospital*+, 


for 
Veterans Administration 
applicants must be U. S 


Manager, 


Sheridan, Wyoming, 


J.A.M.A., Sept. 20, 1958 


OUR 62ND YEAR 


WOOD WAR 


FORMERLY AZNOES 
185 \.Wabash- Chicago, 1D. 

with. distinction over half a cantwry. 

ADMINISTRATION: (s) Med Dir; 700 bd, wae peered, 
gen! hosp; oppor $20,000; attractive city, 

ANESTHESIOLOGY: (r) Head dept; 350 bd, JCAH 
hosp w/4 major oper’g rms; fee-for-serv; 

DERMATOLOGY: (a) Dir dept: 18 man orp, majority 
Dipis; affil'd univ med eran: oppor $30-35,000 after 
estab’d; excl starting sal 

FOREIGN: (c) Ob-gyn; hosp & ofc pract: 2 yr contract; 
about $12,000; transportation; Pacific Isles. 

GENERAL PRACTICE: (9) Assoc w/GP, estab'd it yrs: 
some major surg, ob; oppor to $25-30,000; Pac NW. 
(h) Assn 3 man orp, expndg; outstandg new bidg; 
$1200 plus %. per mo; then prtnr, 2-2'2 w. 
(i) Assoc to take over Ob & geni pract. well estd; 
ofe wk plus 35-45 deliveries mo, own 6-hd cl; grosses 
over $65,000 annually; So. an 

INDUSTRIAL MEDICINE: (t) Med Dir; Ige co, 7500 
white-collar wkrs; assoc & 2 staff phys; nr NYC. 

INSURANCE MEDICINE: yy Internist; chief med ex- 

am’r, ige insur co; $12,000 plus excl benefits; E. 
MEDICINE: Grp assn; oppor $20,000 
Ist investment; vic Los ngeles. (e) Assn 
: orp (0 specialists; serv’g sevi states: 
-000; prtarshp | yr: NW. (f) Assn, excl hsp 
orp: to $16,000; med seh. city, MW. 

OALR: (k) Oph; hd dept; 25 man orp: new cl —_ & 150 
hd, fully-apprvd hsp: to $16,000: MW. Oto 
immed need; assoc w/2 oto’'s: 
oppor cl-hsp pract; sal plus %; | 
San Francisco, Calif. 


OB-GYN: (p) Assn, Board Obgyn; tI 
increases $3,000 yr, 7-10 yrs; SW. (q) Asst to Dipl, 


MW. 


fully- ofes: 
ge city, sevi hrs te 


man orp; $15,000 


Oboyn: FACS; staff 3 JCAH hisps: Calif, 
ORTHOPEDICS: (j) Hd dept, impor ci-hosp tedin; 
amt fractures; polio treatmt entr; $18,000; 
| PATHOLOGY (i) Chief; except’! oppor; new a8 bd, 
JCAH hosp, compiet's 100 bd & Ige out- 
dept; basis, oppor to $30,000: desirable 
suburb, Ige midwest univ city (excl commuter trans). 

PEDIATRICIAN: (j) Assn w Board ped, academy mem- 
her; 14 man orp; $18,000; MW. (k) Assn w new cl 
arp; if Dipl, $19,000, increasg $26,000; coll twn, SE. 

PHYSICAL MEDICINE: (c) Dir dept; impor ortho chil- 
dren & adults hsp; serves wide area; to $18,000; also, 
possible consultation 2 other ige facils. 

P & N: (d) Dipl. clinical dir, Ige mental institution; 

| to $16,500 (e) euro; one exper’ . mye- 

lography, & assoc w. Dipl, neurosurg, 

FACS; oppor rsrch perhaps, tehg; E 

RADIOLOGY: (d) Assn w/ Board Rad serv’g 5, JCAH 
hsps: sal plus % shid net $20,000; later, oppor prtnr, 
MW. (e) Hd dept; 250 bd, fully-apprvd hsp, expndg; 
$20-25,000; New England 

SURGERY: (r) Assn, 2 Board Surgs, both FACS w. exct 
tehg & hosp connections; pref one inter’d vascular 
surg; $12,000, ist yr, then Jr. prtnr lead’g to full 
prtnr: ige city, Fla lic req'd. 

UROLOGY: (c) Qual to hd dept; outstndg grp 18 Bd or 
Elia men; own hsp; $15-20,000; Ige city, MW 


ae SEND FOR AN ANALYSIS FORM SO WE 
AY PREPARE AN INDIVIDUAL SURVEY FOR YOU 


i offer you our best endeavors—our integrity—our 62 
year record of effective placement achievement 


STRICTLY CONFIDENTIAL 


PHYSICIAN WANTED — INTERNAL 
toard Certifled preferred; for predominantly tubercu 
losis Veterans Administration Hospital, located adia 
cent to Tupper Lake in the Adirondack Park, North 
eastern New York state; within commuting distance 
from Saranac Lake and Lake Placid, New York; must 
be citizen of United States; salary range from $9,890 to 


MEDICINE; 


$15,970 per annum, plus 15% if Board Certified; fringe 
benefits. Write to: Manager, Veterans Administration 
Hospital, Sunmount, New York. Cc 


VACANCTES—-SENIOR PHYSICIANS WITH MINIMUM 
of three years psychiatric experience; excellent oppor 
tunities for advancement; salary range $7,320 to $12, 
200 depending upon applicant's training and experience; 
annual increments; nominal deduction for complete 
family maintenance; fully approved large eastern mental 
hospital with three year accredited residency training 
progress; must be eligible for licensure in Connecticut 
Box 6639 C, AMA. 


MASSACHUSETTS, NEAR BOSTON--WANTED; SEN- 
jor psychiatrists on both research and house service; 
1,600 beds; approved two years residency training; min 
imum salary $9,061; additional increases for Boards and 
experience; reasonable rents; time off for analysis; med 
ical school affiliation; — opportunities for teach- 
ing and research. Theodore F. Lindberg, MD, Super 
intendent, Medfield State “Hospital, Medfield, Massa- 
chusetts. c 


AD- 
com- 


AS CHIEF OF THE 
» physician in a new, 
general hospital in west Tex 


| IMMEDIATE OPENING 
mitting service f 


pletely equipped 2 
ant working conditions ; dry, mild climate all 
elient retirement plan; sick leave and other 


salary from $9,890 to $11,355 = pending on 
tions with regular increases up t 2,555. Ap 
: Personnel Officer, Veterans ‘Administration Hos - 
pital, Big Spring, Texas Cc 
APPROVED FELLOWSHIP IN CARDIOLOGY—AVAIL- 
able September |, 1958; 684 bed county hospital near 
New York City; all beds used for teaching; applicants 
must have minimum of three years graduate training: 
active teaching cardiology service, cardiac consultation, 
cardio-pulmonary laboratory, individual research activ- 
ity! cardiovascular surg‘cal service functioning; stipend 
$4,200 annually. Apply: Superintendent, Bergen Pines 
County Hospital, Paramus, New Jersey. c 
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SHOW 


HOW ONE 
~-PYRIBENZAMINE’ 
LONTAB 


relieves allergy all day or all might 


The unretouched X-ray films show how Lontabs release medication in the 
digestive tract. So that the prolonged erosion of the Lontab core could 
be visualized by X-ray, subject was given 10 Lontabs, each containing 100 
mg. of a radiopaque substance in place of Pyribenzamine. 
With its unique formulation, the Pyribenzamine 
Lontab not only relieves allergy symptoms 
promptly, but sustains relief as long as 12 hours. 


pecial outer shell releases 33 mg. Pyribenzamine 
hydrochloride within 10 minutes. 


Unique core releases approximately 18 mg. Pyri- 
benzamine hydrochloride the Ist hour, approxi- 
mately 50 mg. from the 2nd to the 12th hour. 


SUPPLIED: Pyribenzamine Lontabs — full-strength — 100 mg. (light blue) . 


NOW AVAILABLE: Pyribenzamine Lontabs — half-strength — 50 mg. (light green) 
— for children over 5 and for adults who require less antiallergic medication. 


PYRIBENZAMINE® hydrochloride (tri ine hydrochloride CIBA) 
LONTABS® (long-acting tablets Cl 


2 hours Lontabs are in the 
stomach and small bowel. Release of 
core substance is well under way. 


4 hours Lontabs are in the ileum 
and cecum as core has steadily eroded. 


8 hours Lontabs are still visible as 
substance of core continues to be released. 
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For patients who 


25% MORE PROTEIN, RICHER FLAVOR 
THAN ORDINARY NONFAT MILK! 


Carnation Instant is a new crystal form of nonfat milk 
—and brings important Self-Enriched flavor and Self- 
Enriched nutritional advantages to low fat diets. Deli- 
cious for drinking, Carnation Instant enriches itself 
merely by the addition of one extra tablespoon of crys- 
tals per glass or 14 cup extra crystals per quart. 
Result: “Difficult” patients stay on low fat diets. They 
respond to a richer and more palatable flavor, receive 
25% more protein with each glassful — actually 41.3 
grams of essential protein per quart. 

CONVENIENT. And Carnation Instant is convenient, 
too—mixes instantly and completely even in ice-cold 
water—with a slight twirl. Ready to drink, immedi- 
ately, in the office, at home or away from home. It’s 
always cupboard-handy. 
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BOOKS RECEIVED 


Books received by Tue JourRNAL are acknowl- 
edged in this column. Selections will be made 
for more extensive review in the interests of 
THE JOURNAL readers as space permits. Books 
listed in this department are not available for 
lending or sale through the American Medical 
Association. 


Septimo Congreso uruguayo de cirugia, 1956, 
2-7 de diciembre. Tomo II. Sede: Facultad de 
medicina, Avda. Gral. Flores 2125. Paper. Pp. 413, 
with illustrations. Secretaria general, Avda. Agra- 
ciada 1464, Piso 13, Montevideo, Uruguay, n. d. 


The Organization and Administration of Physi- 
cal Education. By Edward F. Voltmer, and Arthur 
A. Esslinger. Third edition. Cloth. $5. Pp. 558. 
Appleton-Century-Crofts, Inc., 35 W. 32nd St., 
New York 1, 1958. 


Psychology for Nurses. By Sister M. Maurice 
Sheehy, R.S.M., R.N., Ph.D., and Francis L. Har- 
mon, Ph.D. Cloth. $3.50. Pp. 246, with 26 illus- 
trations. Bruce Publishing Company, 400 N. Broad- 
way, Milwaukee 1, 1958. 


Veterinary Ophthalmology. By R. 
M.R.C.V.S. Second edition. Cloth. $8.50. Pp. 379, 
with illustrations. Williams & Wilkins Company, 
Mount Royal and Guilford Aves., Baltimore 2, 
1958. 


The Yearbook of Modern Nursing 1957-58: A 
Source Book of Nursing. Editor: M. Cordelia 
Cowan. Cloth. $9.50. Pp. 460, with illustrations. 
G. P. Putnam’s Sons, 210 Madison Ave., New 
York 16, 1958. 


The Cost of Social Security 1949-1954. [In 
English, French and Spanish]. Paper. $3. Pp. 201. 
International Labor Office, Geneva, Switzerland; 
Washington Branch, 917 15th St., N. W., Wash- 
ington 5, D. C., 1958. 


The Analysis of Dreams. By Medard Boss, M.D., 


H. Smythe, | 


| 


| 


Professor of Psychotherapy at University of Zurich, | 


Zurich, Switzerland. Translated by 
Pomerans. Cloth. $6. Pp. 
brary, Inc., 15 E. 40 St., 


Armold J. 
223. Philosophical Li- 
New York 16, 1958. 


Open Doors 1958. Institute of International 
Education. Report on international exchange. 
Paper. $1. Pp. 47, with illustrations. Institute of 
International Education, 1 E. 67th St., New York 
21, 1958. 


Die Beinprothese. Von Dr. med. J. Langhagel, 
Chefarzt des Rudolf-Elle-Krankenhauses Eisenberg 
(Thiiringen). Paper. 13.80 marks. Pp. 168, with 68 
illustrations. VEB Gustav Fischer Verlag, Villen- 
gang 2, Jena 15h, East Germany, 1958. 


Theory of Psychoanalytic Technique. By Karl 
Menninger, M.D. Menninger Clinic monograph 
series no. 12. Cloth. $4.75. Pp. 206, with 15 illus- 
trations. Basic Books, Inc., 59 Fourth Ave., New 
York 3, 1958 


Standard Methods of Clinical Chemistry. Vol- 
ume. II. By American Association of Clinical 
Chemists. Editor in chief: David Seligson. Cloth. 
$5.50. Pp. 217, with illustrations. Academic Press, 
Inc., 111 Fifth Ave., New York 3, 1958. 


Transactions of the American Ophthalmological 


Published for the Society by Columbia University 
Press, 2960 Broadway, New York 27, 1958. 


Conference Papers Presented before the Thir- 
teenth Clinical Conference of the Chicago Medical 
Society, March 5, 6, 7, 8, 1957. Paper. Pp. 168, 
with illustrations. Chicago Medical Society, 86 

E. Randolph St., Chicago 1, n. d. 


Films médicaux & chirurgicaux francais. Réunis 
par le Dr. Philippe Détrie. Supplément au cata- 
logue paru en 1956. Paper. 1600 francs. Pp. 99 
Masson & Cie, 120 boulevard Saint-Germain, 
Paris 6e, France, 1957. 


Chirurgie préventive de la tuberculose ostéo- 
articulaire. Par R. Kaufmann. Préface de R. Sauv- 
age. Paper. 2000 francs. Pp. 174, with 49 illustra- 
tions. Gaston Doin & Cie, 8 place de l’Odéon, 
Paris 6e, France, 1958. 


Society: Ninety-third Annual Meeting, Hot Springs, | WANTED 


Virginia, 1957. Cloth. Pp. 805, with illustrations. | 


carrier unto himself 


Once he is infected with athlete’s foot, he is likely to remain a “carrier 
unto himself,” even without re-exposure. Daily routine application 
of Desenex protects against reinfection and recurrence. 


Desenex: 


OINTMENT — POWDER 
SOLUTION 


fast relief from itching 


prompt antimycotic action 


continuing prophylaxis 


NIGHT and DAY treatment 


AT NIGHT — Desenex Ointment (zincundecate) 1 oz. tubes. 


DURING THE DAY — Desenex Powder (zincundecate) — 11/2 oz. container. 
ALSO — Desenex Solution (undecylenic acid) — 2 fl. oz. bottles. 


In otomycosis — Desenex Solution or Ointment. 


Write for samples. 


MALTBIE LABORATORIES DIVISION * WALLACE & TIERNAN, 


INC. «¢ Belleville 9, N. J. 


PD-71 


(Continued from page 100) 


PHYSICIAN WHO WOULD LIKE TO SEMI 
retire in an attractive retirement community of 400 
population; eight room house available at low cost; lot 
100 x 200 ft., two baths, two fireplaces, sun room; all 
electric including heat; house completely modern; two 
car garage, good lawn and garden. Call or Write: Senior 
Estates, Inc. Washington, Telephone Vadex 
Axminister 5 737 


MEDICAL GROUP LOCATED IN_ UPSTATE NEW 
York is interested in adding an ophthalmologist to its 
staff; well established medical center; modern facilities; 
serves a population area of approximately 50,000; 
ed in a town of 9,000 in the center of a beautiful re- 
sort area; tremendous potential for a well qualified oph- 
thalmologist with an opportunity to become a partner 
in the group after one year. Box 6629 C, % AMA. 


locat- 


SEATTLE, WASHINGTON — PINEL FOUNDATION 
Hospital has position available for a staff psychiatrist 
primarily interested in intensive psychotherapy with in- 
patients, also in teaching and research; a developing 
program providing opportunity and salary de- 

endent on qualifications. Address inquiries to: R. Hugh 
Jickinson, MD, Medical Director, a8 Ballinger Way, 
Seattle 55, Washington. 


WANTED—SURGEON; MODERN ACCREDITED lil 
bed general hospital; 3 diplomates on staff; furnish 
three bedroom apartment available. Manager, V 


Administration Hospital, Miles City, Montana. 


WANTED — WOMAN OBSTETRICIAN-GYNECOLO. 
gist; Board Certified or qualified, for busy, unopposed 
practice established five years in northeastern Ohio com- 
munity of 50,000; to associate maximum of six months 
to introduce in fully equipped six room office; no initial 
investment; potential gross first year solo $45,000; leav- 
ing for teaching position. Box 6659 C, % AM 


IMMEDIATE NEED FOR OTORHINOLARYNGOLO- 
gist to associate with two otorhinolaryngologists northern 
California city; two fully equipped separate offices; clin 
ic hospital practice potential; salary percentage con 
tract; personal-professional data required first letter; 
potential permanent status can be arranged. Box 6649 C 
% AMA. 


INTERNIST WANTED—TO TAKE OVER PRESENT 
internists office and equipment; developing practice in 
heart of Florida’s eastern Gold Coast; moderate invest 
ment with satisfactory terms; diagnostic x-ray, fluoros- 
cope, available of desired; Florida license required. Box 
6601 C, % AMA 


EXCELLENT OPPORTUNITY FOR YOUNG GENERAL 
practitioner desiring to ocate in North Dakota; practice 
grossed $50,000 in 1957; office contains modern fixtures 
and equipment; reason for sale wish to take post-gradu 
ate work; will introduce. For details write; Box 6695 C, 
% AMA 


(Continued on next page) 
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Charlie Cafergot’says, “Why should I complain 
my migraine left when I took Cafergot.” 


Directions: 2 tabs. at onset of attack; 

if needed, additional tabs. every ¥2 hr. 

until full relief (maximum 6 per attack). 
Each Cafergot tablet contains: Ergotamine 
tartrate 1 mg., Caffeine 100 mg./Also 
available: Cafergot Suppositories, 


SANDOZ 


(Continued from preceding page) GENERAL PRACTITIONERS — SMALL GROUP IN 
new combined clinic-hespital b 
“community: eastern Nevada 5) FOR minine faterests tw or. practitioners with 
e n Neva m roup: 

guaranteed. $12:200 per annum: increases open; future earnings limited only by ability. ox 6608 

cellent hospitai facilities. Write: J. M. Moore, MD, C. %e AMA. 
East Ely | PULL TIME CARDIAC PHYSIOLOGIST; CARDIO. 
— gram interpretation; cardiac catheterization, ete. ; good 


STAFF PHYSICIAN FOR 168 BED COUNTY TUBER- salary; living quarters available if required. Contact: 
culosis hospital; Ohio license necessary; starting salary Frank’ W. Brown, Administrator, Edegwater Hospital, 
$600 per month, plus furnished home; retirement plan; 5700 N. Ashland Avenue. Chicago 26, Illinois. Cc 
sick leave. Apply to: H. H. Teitelbaum, MD, Medicai 
Director, Mahoning Tuberculosis Sanatorium, 4880 Kirk WANTED—GENERAL PRACTITIONER—TWO YOUNG 
load, Youngstown, Ohio Cc established general practitione rs desire association of a 

third in a small north we Wisconsin town; large 

PHYSICIANS WANTED—FOR CHICAGO AND SUR- medical and surgical practic immediate partnership 
rounding many ful) and time opportuni - to the right man. Box 6666 C, % AMA 
ties available including association, industry and all 
specialties. Call or write: Garland Medical Placement, CERTIFIED INTERNIST—TO HEAD DEPARTMENT 


25 East Washington Street, Chicago, Illinois, Andover of internal medicine; prefer a man interested in psycho- 
3-0145. Cc somatie medicine, geriatrics and medical education ; sal- 


ary $22,800. Write: W. C. Brinegar, MD, Superintend. 


J.A.M.A., Sept. 20, 1958 


California’s long range mental health pro- 
gram offers varied assignments for well 
qualified Psychiatrists in several locations. 


and tentatively planned late in October in 
other states. No written examination. 


$13,200; merit increases to $14,400 a year. 
Retirement annuities and other attractive 
benefits. 


Personnel Board, Box F, 801 Capitol Ave- 
nue, Sacramento, California. 


PSYCHIATRISTS 


Interviews twice a month in California, 


Appointments at $11,400, $12,000, and 


Write Medical Personnel Services, State 


WAN 


road hospital in Waycross, Georgia; capable of doing 


all 


tact: J. C. Bunten, MD, Chief Surgeon, Atlantic Coast 
Line Railroad Company, 


PHYSICIAN 
ment; full time; student health center r; 7,000 enroll 
ment; pleasant working conditions. Address: Director, 

Student Health Center, Kansas State College, Man 


hat 


pro 


wanted; financial remuneration excellent; salary plus 


ext 


anc 


7th 


for 
PHY 


practice grossing over $30,000; rural Wisconsin location; 


ope 


GEN 


PHY 
nit 


Rol 


SURGEON WANTED =U NG; BOARD CERTIFIED 
or 


man lowa group; pre 


twe 
AM 


WANTED—BOARD ELIGIBLE OR CERTIFIED IN 


ter 


lished clinic in a large southern city; salary with 
potential partnership after three years. Box 6355 C, 
% AMA 


WAN 


Box 1296, Miami, 


PHYSICIAN INTERESTED LN INTERNAL MEDICINE 
wanted—-Four man group expanding; excellent hospital 


office furnished. Write: The Albany Clinic, 1050 West 


CALIFORNIA MEDICAL BUREAU AGENCIES—FOR 
physicians placements and hospitals and medical proper - 
_ for sale. 405 E. Green Street, Pasadena, California, 
an 


financial arrangements ; 
> % AMA. 


facilities for solo practice; new clinic completely furn- 
hed; room for expansion into small hospital unit; 
excellent opportunity for the right man. Dale Branson. 
Nezperce, Idaho. c 


eral practitioner; a prosperous Finger Lakes commu 


office combination; reasonable terms. Write: Wilson 
Cc 


CLINICAL 
training soon; interested in the practice of neurology, 
alone, in a group, or in association with a teaching 
center; experience in child and adult EEG. Box 6662 C, 


= 


TED—GENERAL SURGEON FOR 75 BED RAIL 


types general surgery; open September 1, 1958. Con 


Wilmington, North Carolina. C 


IMMEDI ATE EMPLOY 


UNDER 45; 


tan, Kansas. 


TED—YOUNG GENERAL PRACTITIONER AP 
ved industrial hospital and clinic; also internist 


ras; please give pertinent information in first letter 
Arizona. c 


1 laboratory; individual practice with group facilities; 


Street, Albany, Oregon 


610 S. Broadway Street, Los Angeles 14, Cali- 
nia. c 


SICIAN TO ASSUME GENERAL AND SURGICAL 


‘n staff hospital in town; home available; amicable 
leaving to specialize. Box 6684 


ERAL PRACTITIONER — IDAHO; EXCELLENT 


SICIAN WANTED—OPPORTUNITY FOR GEN- 


y. New York State; a community project; home 


bin, King Ferry, New York. 


» with a Board Surge in 10 
cont surgeon's practice for 
>» men; early partnership. Write: Box 6318 % 
fA. 


ligible; to assoc 


nist for the new suburban division of a well estab 


— FINISHING FORMAL 


NEUROLOC 


Y AMA 


OPE 


OoTO 


OBSTERICIAN-GYNECOLOGIST; CERTIFIED OR ELI- 

gible; six man group with one other obstetrician-gyne- 

par ond south Texas college city of 25,000 near Gulf; 

generous salary with early full partnership. Box 6677 C, 
A. 


A} 


rics or surgery; separate practice in adjoining offices; 
with mutual coverage; su 
lation 300,000; 3 open staff hospitals convenient. Box 
6681 C, 


ary $21,000; opportunity for swift salary advancement 
with early partnership; located in city with a 
hospital and recreational facilities. Box 6682 C, 
AMA. 


NING—GENERAL MEDICAL MAN; NO OBSTET- 


uburban Dayton, Ohio; popu- 


% AMA 


LARYNGOLOGIST WANTED STARTING SAL 


UROLOGIST—BOARD OR ELIGIBLE; FOR CHIEF OF ent, Mental Health Institute, Cherokee, lowa. 
Section in active 450 bed GM&S hospital: salary to 
$16,000 depending on qualifications; citizenship re- POSITION VACANCY--ANESTHESIOLOGIST; BOARD 
quired; liberal vacation and retirement benefits ; desir- Certified ; full time; fully approved 330 bed hospital, 65 
able community; Contact: Manager, Veterans Adminis- bassinets, surgical cases 1957-1958, 15,561. Write to: 
tration Center, Shreveport, Louisiana. c Sister Anna Marie, Administrator, St. Vincent’s Hos- 
pital, Erie, Pennsylvania Cc 
WANTED—PEDIATRICIAN; CONSCIOUS 
community; wealthy drawing area; new clinic; 90 miles ; ELIGIBLE; 
from Chicago: sala’ guaranteed | until ‘established ; part- Florida license; to join group in Florida; complete 
nership two years. Box 6627 C, AMA. details and references first etter. Box Foo C, % AMA. 


MEDICAL WRITER 


Opportunity available for 
young physician in Professional 
Service Department of Medical 
Division. Should have ability and 
interest in medical writing. Clini- 
cal or laboratory research ex- 
perience desirable. Please send 
complete resume to: 


Technical Employment Coordinator 


THE UPJOHN COMPANY 
Kalamazoo, Michigan 
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MEDICAL GROUP IN DOWNEY, CALIFORNIA, WISH- 
es to employ two young general practitioners; $1,000 
per month. J. A. Woodruff, Topaz 9-1041, 10720 S. 
Paramount Boulevard, Downey, California. c 


WANTED—GENERAL PRACTITIONER FOR ASSOCI 
ate in well equipped clinic; excellent hospitals in 
Springfield ; $12, 000 first year; full partnership in four 
years. Box 6608 C, % 1A. 


RADIOLOGIST WANTED BOARD CERTIFIED OR 
toard eligible to join radiology group in midwestern 
city of 100,000; office and hospital practice: opportunity 
for early partnership. tox 6616 C AMA. 


WANTED—CERTIFIED OR ae IBLE INTERNIST 


with training in gastroenterology; 6 man established 
clinic; college town of 17, 4000; full partner- 
ship 3 years. Box 6611 C, % AM A. 


ANESTHESIOLOGIST —~ DIPLOMATE OR ELIGIBLE 
for Board or College to join three man group; must have 
Florida license or be eligible for Florida State Board; 
details on request. Box 6593 C, % AMA 


HOUSE PHYSICIAN—80 BED GENERAL HOSPITAL; 
60 miles north of New York City; immediate opening; 
$550 per month plus maintenance. Apply: Administra 
tor, The Cornwall- Hospital, Cornwall, New York. 5 

WANTED—ASSOCIATE PARTNER; LARGE GENERAL 
practice; will consider man now inte rning; excellent ar- 
rangement. Write to: S. Wagner, MD, Beverly, New 
Jersey; full details in first letter, Cc 


OPHTHALMOLOGIST — MEDICAL; WASHINGTON, 

ID. C.; no surgery required; must be eligible for Wash- 
ington license; starting salary $12,000. Write: Box 
6667 C, % AMA. 


WANTED— OPHTHALMOLOGIST OR OTOLARYNGOL- 

ist; in Texas clinic; Board certification not necessary; 
reasing percents with $12,600 guarantee Ist year. 
Hox 3060 C, % AMA 


WANTED—COUNTY PHYSICIAN; 2,000 POPULATION 
and 6 bed medical clinic in central Oregon town; build- 
ing to be constructed for doctor. Write: Wheeler Coun- 
ty Memorial Clinie Building, Fossil, Oregon. Cc 


PEDIATRICLAN—UNDER 40; ATTRACTIVE ASSOCIA- 
tion and eventual partnership, in mid west plains state 
university city. Reply: Box 6689 C, % AMA 


WANTED ORTHOPAEDIC SURGEON; BOARD CER- 
tifled or eligible to join staff of orthopaedic clinic in 
southeast. Write: Box 6655 C, % AMA 


WANTED OROLARYNGOLOGIST; YOUNG BOARD 
man preferred. Apply to: Carl Olander, MD, Taylor- 
Richardson Clinic, Ellensburg, Washington Cc 


WANTED —WELL — NED YOUNG SURGEON TO 
join 10 man midwes sroup in July, 1959; thoracic 
experience desirable. Wr rite: Box 6467 C, % AMA. 


INTERNS AND RESIDENTS WANTED 


The * sign a hospital d for internships 
and the Fa a nom lor residencies in specialties 
by the C coum on Medical Education and Hospi 
of the A. A. Consult Council’s approved list 
for type “ a internships and residencies approved. 


EXCELLENT APPROVED RESIDENCIES AVAILABLE 
in general practice, medicine, pathology, pediatrics, 
radiology, surgery, urology, obstetrics-gynecology; 310 
acute bed new modern county hospital+; 60 bassinets, 
exeellent diagnostic and therapeutic facilities; salaries 
$325 to $425 per month plus $50 to $75 per month over- 
time for emergency assignment; ample rentals available 

’ in immediate vicinity; final citizenship and/or Cali- 
fornia licensure accreditation and active 
staff participation; lec in community of 145,000 
population County General Hos- 
pital, Bakersfield, California. D 


RESIDENCY — INTERNAL MEDICINE; 1,500 BED 
general hospital+; 3 year; teaching unit; Baylor Uni- 
versity College Medicine; female, private, out patient 
medicine; includes all subspecialties under supervision 
ot Board Certified specialists; stipends $5,250 to $4,165; 

ga ee pulmonary function; research, etc. ; must 

U. S. citizens or graduates of United States or 
re anadian medical schools. H. D. Bennett, MD, Veterans 

Administration Hospital, Houston, Texas D 


PEDIATRIC RESIDENCY SAN FRANCISCO; TWO 
year approval; full time staff Board Certified pediatri- 
cians in teaching program; active service with rooming- 
in experience; appointments available immediately; 
California license required. Contact: Chief, Pediatrics 
Iwepartment, Kaiser Foundation Hospital*+, San Fran- 

California D 


cisco 15, 


CLINICAL PATHOLOGY—-1ST OR 2ND YEAR RESI- 
dent; fully approved 800 bed active research hospital; 
well organized training program; 250,000 tests annually; 
includes steroid, enzyme and histochemistry ; 
phoresis; hormone assays and radioisotopes. Apply: 
rector of Laboratories, Jewish Chronic Disease 
pital+, 86 East 49th Street, Brooklyn 3, New York D 


SURGICAL RES SIDE NCY—FOUR YEAR APPROVAL 
obtained in 19 220 bed general hospital; large volume 
of private and clinie material; active inter 
deney program with approval all major specialties; full 
time director of medical education; now accepting appli- 
cations at all levels. Write: Director of Medical Educa- 
tion, De Paul Hospitale+, Norfolk 5, Virginia. 


APPROVED THREE YEAR RESIDENCY—INTERNAL 
medicine; one immediate opening; modern 253 bed gen- 
eral hospital* +; active outpatient clinics and emergency 
department: Board specialists teaching; beginning sti- 
pend $300 monthly plus maintenance. Apply now: H. L 
aevey. MD, Herrick Memorial Hospital, Berkeley 4, 
California D 


FELLOWSHIP IN PEDIATRIC ANESTHESIOLOGY— 
Available by appointment; 200 bed pediatric hospital+ 
affiliated with medical school; all types of pediatric 
surgery; applicant must have at least one year of ap- 
proved anesthesia residency; $4,200 yearly stipend. Ap- 
ply: Chief, Anesthesiology Department, Children’s Hos- 
pital, Louisville, Kentucky. D 

GENERAL RESIDENCY — NOW AVAIL- 
able in approved bed hospital*+ in Kentue 50 


plus full maintenance; training program acti 
dents must be able to ‘help teach interns. Box 6 
% AMA. 
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ROTATING INTERNSHIPS MA APPROVED; KANSAS — RESIDENCI-S IN PSYCHIATRY: UNI- 
starting July 1, 1959; 400 beds; a. 2 intern teaching versity of Kansas Medical Center; newly reorganized 
programs; ample clinical material; monthly stipend educational program with full three year approval: 
plus full maintenance; near Washington, D. C Apply: sixty-two in patient beds with day hospital facilities 
Prince George’s General Hospitale+, Cheverly, Mary for additional twenty patients are part of progressive 
land. Foreign interns accepted. D University Medical Center; broad experience in dynamic 

psychiatry with emphasis. on development of psycho- 

FULLY APPROVED ROTATING INTERNSHIPS AND therapeutic skills under optimal supervision; active di- 
residencies; available July, 1959, in our various depart vision of child psychiatry; physiological and pharma- 
ments; surgery, obstetrics- gynecology ; internal medicine, cologic therapies; social, community and preventive 
anesthesiology, general practice, radiology and pathol- psychiatry; psychosomatic medicine; neurology and 
ogy. Apply: Administrator, Mercy Hospital*+, Canton, psychoanalysis; consultation service emphasizes com- 
Ohio D prehensive approach to patient and his therapy: resi- 

dents participate in teaching and research activities of 

PATHOLOGY RESIDENCY—FOUR YEARS APPROVED department; stipends range from $2,200 to $6,000; ap- 
pathologic anatomy and clinical pathology; voluntary plications now being considered. For details write to: 
teaching hospital; affiliated University of Michigan: Donald C. Greaves, MD, Professor of Psychiatry, 
compensation $4,380 to $4,980. Write: Pathologist, Sagi- Kansas University Medical Center, Kansas City 12, 
naw General Hospital. Saginaw, Michigan. D Kansas. Oo 

WANTED INTERNS: IMMEDIATE OPENINGS: RESIDENCY IN NEUROLOGICAL MEDICINE—MAS 
rotating program; monthly stipend of $200; plus room, sachusetts Memorial Hospitals, Boston, Massachusetts ; 
laundry and uniforms. Apply: Our Lady of Lourdes neurologi 
cepted D prefer second or third year resident; supervision by 

Board Certified neurologist and associate; salary $3,600 

RESIDENTS WANTED — IN GENERAL PRACTICE; per annum. Apply: Dr. Charles A. Kane, Professor of 
salary $300 per month plus complete maintenance; resi- Neurology, Boston University School of Medicine, 80 E 
dency approved by AMA and department of state for Concord Street, Boston, Massachusetts 
exchange visitors. Apply: Administrator, The Polyclinic 
Hospital* +, 6606 Carnegie Avenue, Cleveland 3, Ohio. D (Continued on page 108) 


A Strasionic’ Release Product Dihydrocodeinone Resin—Phenyitoloxamine Resin 


HOUR CONTRC 
WITH A SINGLE DOSE 


= 
TU X TABLET CON 2 (See) T 
STRASEN. 
7 | BURGH 
rig nators of ‘Strasionic’ (sustained ionic) Release 
737 D, : 


sugar message helps 
slim America’s waistlines 


The big problem 
with hefty people 
is not so much 

what they eat as 


how much they eat 


Our new Sugar 
Information ad 
points out how to 

control the appetite 
with sugar 


Nothing does it 
so fast with so 
few calories 


The man with the new shape in this new Sugar Informa- 
tion advertising helps emphasize all three of Sugar’s 
natural virtues: 1) its ability to take the edge off big ap- 
petites, 2) its place in the diet as a source of food energy, 
and 3) its natural way of enhancing the flavor of food. 


SUGAR INFORMATION, INC. 


New York 5, New York 


SUGAR means sucrose (both cane and beet) 


diets 
the ar : 
Why do jude 
ly we 
purpose 
= 
* 
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A workhorse “mycin” for common infections 


wide-range action 


prompt, high blood 
levels 


minimal Gi upsets 


CYCLAMYCIN ... potent, new Wyeth antibiotic to 
help you in the treatment of common infections 
of daily practice. It has proved effective against 
many pathogens including some resistant to 
other antibiotics ... streptococci, pneumococci, 
gonococci, H. influenzae, and most strains of 
staphylococci, especially erythromycin-resistant 
staphylococci. Highly stable, readily and reliably 
absorbed,CYCLAMYCIN produces rapid high anti- 
biotic blood levels. CYCLAMYGIN is well tolerated 
».. even by some patients reacting adversely to 
other antibiotics. It produces minimal effect on 
normal gastrointestinal flora ...no serious re- 
action problems arising from sensitivity or toxicity 


have been reported. 


© CVCLAMYCIN: 


Triacetyloleandomycin, Wyeth 
CAPSULES ORAL SUSPENSION | 


*Trademork 


A 
Philadelphia 1, Pa. 


Supplied: Capsules, 125 and 250 mg., vials of 36. Oral Suspension, 125 mg. per 5-cc. teaspoonful, bottles of 2 fi. oz. 
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FOR THE PHYSICIAN AND HIS PATIENTS 
WITH DRY, SENSITIVE SKIN...... 


NIVEA’ CREME 
NIVEA SKIN OIL 


and superfatted 


BASIS SOAP 


Trial supply on request 


SOUTH NORWALK, CONN., U. 


MADE BY THE MAKERS OF ELASTOPLAST @—THE ORIGINAL ELASTIC ADHESIVE 


NOW... mepco comBINES THE 
SIMPLICITY OF MODEL 50... AND 
THE UTILITY OF MODEL 50B ... 
IN THE 


Provides electrical 
muscle stimulation, 
an adjunct therapy 
for sprains, strains, 
dislocations, other 
trauma of the mus- 


Hemogiobin and 
Glucose Meter 
Mod. 15 


Accurate, compact, fast, easy to 
operate + Line-operated, no batteries 
to replace + Electronically stabilized, 
no needle drift + Alkaline hemoglo- 
bin method, no waiting * Truly 


FREE TRIAL OFFER 


reliable glucose readings from finger- 


Medco Products Co. > 
tip bleod + Simplified urine glucose 

Mail Address: P. O. Box 3275-M test * Fully equipped, with 3 calibra- 

3603 E. Admiral Pl. + Tulsa, Oklahoma tion cards, pipette, 2 glass cells. 


(CD Please send Pad Placement Color Chart. 
(CD Please send MEDCOLATOR Model K with Recipro- 
cal Stimulation for 30 day FREE trial. 


Write for Bulletin No. 150 


See also Bull. No. 406 on LUMET- 
RON Colorimeter for hemoglobin, 


C Please send descriptive literature on MEDCOLATOR glucose, urea nitrogen, N. P. N., : 
Model K. uric acid, and 78 other clinical 
name 
ADDRES: PHOTOVOLT CORP. 
city. STATE Madison Ave., New York 16, N.Y. 


Serving the Profession Since 1932 


J.A.M.A., Sept. 20, 1958 


(Continued from page 105) 


a ROVED RESIDENCIES AVAILABLE—1,005 BED 
GM&S Veterans Administration Hospital affiliated with 
Albany Medical College; opportunities for clinical, in 
vestigative and student teaching activities; U. 8. or 
Canadian citizenship required; applications invited in 
general surgery, pathology, radiology, psychiatry. physi- 
cal medicine, neurology; salary $2,995 to $5,545; tem- 
porary license in New York state acceptable for first 
year but permanent license in any state required before 
entering second year for U. 8S. citizens; also career resi 
dencies available in psychiatry, neurology, and physical 
medicine; salary 0 to $9,890; age limit 47 years 
and permanent in any state required; bachelor 
quarters and subsistence available at reasonable rate 
Address inquiries to: Director, VProfessional Services, 
Veterans Administration Hospital, Albany, New York. D 


RESIDENCIES IN PSYCHIATRY—UNIVERSITY OF 
Okiahoma Medical Center; three year approved training 
provides broad experience in dynamic psychiatry with 
intensive psychotherapy of in-patients and out-patients ; 
Physiological and pharmacological therapies; neurology: 
child psychiatry: social and preventive psychiatry: be- 
havioral sciences; psychoanalysis; psychosomatic medi- 
cine; residents participate in research and teaching: 
optimal supervision, excellent case material; complete 
curriculum; stipends first year $4,500; second — 
$5,000; third year $5,000; applications now being con- 
sidered for residencies beginning July, 1959. For details 
write: Louis Jolyon West, MD, Protessor of Psychiatry, 
University of Oklahoma School of Medicine and Uni- 
ospitals, 800 N. E. 13th Street, Oklahoma 
City 4, Oklahoma. oD 


VACANCIES ARE AVAILABLE FOR FIVE FIRST 
year, five second year, and five third year residencies in 
psychiatry, beginning July 1, 59, at the Philadelphia 
Psychiatric Hospital, Ford Road and Monument Avenue, 
I hiladelphia 31, Pennsylvania, approved by AMA, AHA, 

ar training in psychiatry, both clini- 

*paration for Boards; this is a 
150 bed hospital, includes an out patient service, treats 
only acute psychotic and psychoneurotic patients, ana 
lytically oriented; exchange residency with general hos- 
pital for neurology and child psychiatry available; resi 
dents’ work is under constant supervision and cases ar: 
controlled. For further details write for brochure and 
application. Address communication to Samuel Cohen 
MD, Medical Director. D 


NEW YORK CITY—RESIDENTS; A PSYCHIATRIC 
service in a general cor with approved three-year 
training program; all para-medical services fully op 
erative; located in the Greenwich village section of New 
York City: physical plant modern, up-to-date, recently 
constructed; this general hospital consists of 830 beds 
covering all specialties, and including a current capac 
ity of 82 beds in a psychiatric pavillion; affiliated with 
New York University-Bellevue Medical Center; resi 
dencies available on Ist, 2nd, and 3rd year levels; for 
further information write the Administrator, St. Vin 
cent’s Hospital of the City of New York, 153 W. Lith 
Street, New York 11. Applications now being ac 
cepted for training year beginning July 1, 1959 D 


APPROVED RESIDE. NCIES — INTERNAL MEDICINE 
available quarterly, Veterans Administration Center, 
Dayton, Olio: -4 year program; citizenship required 

graduate of approved Canadian or medical 

affiliated and supervised by Ohio State Univer 

sity Medical School; salary $3,250 to $4,945 e- year; 
roved for benefits under Public Law 550; outstand 

cord with Specialty Isoard signifeantly higher 
than National averages. Apply: Dr. S. Simerman, Chief, 

Medical Service, Veterans Administration Center, 

Dayton, Ohio. D 


RESIDENCIES—MENNINGER SCHOOL OF PSYCHI- 
atry; approved three year program; balanced ee 
and didactic training including psychotherap : 
matic therapies, outpatient and child at 
Veterans Administraton, State and Menninger Hospi- 
tals*; affiliated with Topcka Institute for Psychoanaly- 
sis; five year appointments combining residency and staff 
experience for Board Eligibility available at staff sala- 
ries. Write: Registrar, Menninger School of Psychiatr 
Topeka, Kansas. d 


VETERANS ADMINISTRATION HOSPITAL, ANN AR- 
bor, Michigan, a general medical and surgical hospita!; 
positions available; psychiatric residencies; affiliated 
with the University of Michigan offering a fully ac 
credited three year, well balanced didactic and seminar 
program; opportunity for experience in an approved 
new children’s residential psychiatric treatment center; 
must be an American citizen. Write: Paul M. Lreland 
MD, Manager, Veterans Administration Hospital, Ann 
Arbor, Michigan D 


APPROVED THREE YEAR RESIDENCY IN OPI 
Center available January 1, 
drawal of acceptec 
by graduates of approved schools, are invited ; closing 
date November 1, 1958. Apply to: Miss Carter, care 
Derrick Vail, MD, Northwestern University Medical 
School, 303 E. Chicago Avenue, Chicago, Illinois, for 
information pertaining to above. D 


APPROVED PSYCHIATRIC RESIDENCY — 500 BED 
hospital in Chicago Medical Center; Deans’ Committee 
supervised didactic-clinical program on 95 bed psy 
chiatry and neurology service; affiliated with University 
of Illinois, Loyola University, Chicago Medical School; 
Institute Juvenile Research, County Psychopathic Hos 
pital and large outpatient clinic. Write: Manager, Vet- 
erans Administration West Side Hospital, 820 S. Damen, 
Chicago 12, Illinois. D 


PSYCHIATRIC RESIDENCIES—* +EDWARD J. MEY 
er Memorial Hospital, University of Buffalo, School of 
Medicine; offers three year approved training on the 
psychiatric service of a large general hospital; active 
teaching program with excellent clinical opportunities 
for training, supervision, teaching research; sti- 

pends Ist year $3,875, second year $4, third year $5,- 
oF. Write: Dr. S. Mouchly Small, Professor of Psychi- 
atry, 462 ‘Grider Street, Buffalo 15, New York. 


INTERNSHIPS — ROTATING; AVAILABLE JULY 1, 
1959; fully approved 376 bed modern hospital* +; inte- 
pan a teaching program; Board diplomates in all spe- 
cialties; stipend $250 month; full maintenance; ap- 
proved residencies in urology, general surgery, radiology 
and pathology; residencies in medicine and general 
practice pending approval. Write: Administrator, St 
Vincent's Hospital, Erie, Pennsyivania dD 


(Continued on page 110) 
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NED 


PRONOUNCED TAY-O 


(brand of triacetyloleandomycin with gluCOSAmine) 


Capsules / Oral Suspension 


effective 
control 
common 


positive 
infections 


J. B. Roerig and Company 


Division, Chas. Pfizer & Co., Inc. THE WORLD'S 


“TRADEMARK 


CLINICAL all Staph 


RESULTS adults children infections 
Cured 172 (80%) 148(89%) 71 (88%) 
Improved 28 (13%) 8 (5%) 7 (9%) 
Failure 17 (7%) 11 (6%) 3 (3%) 


Types of infecting organisms: The majority of 
identified etiologic microorganisms were Staph. 
aureus and Staph. albus. Tao has its greatest 
usefulness against organisms such as: staphy- 
lococci (including strains resistant to other anti- 
biotics), streptococci (beta-hemolytic strains, 
alpha-hemolytic strains and enterococci), pneu- > 


mococci, gonococci, Hemophilus influenzae. 


Per cent of “antibiotic-resistant"’ epidemic 
staphylococci cultures susceptible to Tao, and 
antibiotics A, B, and C.! 


100 
susceptible to Tao 
75 
ss susceptible to 
Antibiotic C 

Antrbotic A 
as susceotibie to 
Antibrotic B 

3 
# 


REACTIONS: 

(a) adults (b) children 
Totai—9.2% Total —0.6% 

(20 out of 217) {1 out of 167) 

Skin rash — 1.4% Skin rash — none 

(3 out of 217) Gastrointestinal — 
Gastrointestinal — 0.6% (1 out of 167) 


7.8% (17 out of 217) 


There was complete freedom from adverse 
reactions in 94.5% of all patients. Side effects 
in the other 5.5% were usually mild and seldom 
required discontinuance of therapy. 


stability in gastric acid - rapid, high and sustained biood lev- 
els - high urinary concentrations - outstanding palatability in a 
liquid preparation 


Dosage and Administration: Dosage varies according to the 
severity of the infection. For adults, the average dose is 250 mg. 
q.i.d.; to 500 mg. q.i.d. in more severe infections. For children 
8 months to 8 years of age, a daily dose of approximately 30 
mg./Kg. body weight in divided doses has been found effective. 
Since Tao is therapeutically stable in gastric acid, it may be 
administered without regard to meals. 

Supplied: Tao Capsules—250 mg. and 125 mg.; bottles of 60. 
Tao for Oral Suspension—1.5 Gm.; 125 mg. per teaspoonful 
(5 cc.) when reconstituted; unusually palatable cherry flavor; 
2 oz. bottle. 

References: 1. English, A. R., and Fink, F. C.: Antibiotics & Chemother. 
(Aug.) 1958. 2. English, A. R., and McBride, T. J.: Antibiotics & Chemother. 
(Aug.) 1958. 3. Wennersten, J. R.: Antibiotic Med. & Clin. Therapy (Aug.) 
1958. 4. Celmer, W. D., et al.: Antibiotics Annual 1957-1958, New York, 
Medical Encyclopedia, Inc., 1958, p. 476. 
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WO year approved residency 
appointment currently available 
in the Department of Anesthesiol- 
ogy at the Mount Sinai Hospital, 
New York City. 
CONTACT DR. MAX FUCHS, ASSISTANT DIRECTOR 


APPROVED 3 YEAR RADIOLOGY RESIDENCY; 500 
bed general hospital and large out patient service in 
medical center; affiliations University Lllinois, supple- 
mental ther ; Children’s Memorial, pediatric radi- 
ology: supervised by Dean ‘Stritch and Chi- 
cuyo Medical Colleges. ply: Manager, Veterans 
Administration Hospital, ao South Damen, Chicago, 
Tilinois. D 


OPHTHALMOLOGY RESIDENCIES — GEORGETOWN 
University Medical Center, Washington, D. C., ap- 
proved 3 year program includes basic science; 4th 
he graduate degree program available; affiliated serv- 

Veterans Administration and D. C. General Hos- 
pital. Apply: Program Director, Ophthalmology, George- 
town University Medical oo 3800 Reservoir Road, 
N. W., Washington, D. D 


RESIDENCIES IN VATHOLOGY AND 
hematology available July 1, 50; hospital maintains 
excellent educational and ek programs and is 
affiliated with two medical schools. Apply: E. Clarence 
Rice, MD, Director of Laboratories, Children’s Hos 

PATHOLOGY RESIDENT—FOR THIRD AND FOURTH pital+, Washington 9, c 1 

year training toward Board credit with appointment as 

assistant pathologist medical examiner with a beginning 
salary of $9,380 per year; U. 8S. citizenship and New 

York state license required. Victoria A. Bradess, MD, 

Pathologist-Medical Examiner, Westchester County De- 

partment of Laboratories 4 Research,* + Grasslands 

Hospital, Valhalla, New York D 


WANTED — RESIDENTS IN INTERNAL MEDICINE; ANESTHESIOLOGY RESIDENCIES—-AT UNIVERSITY 
first and second year; recently approved second year; of Minnesota Hospitals, Minneapolis Veterans Aciminis 
442 adult bed gener: al; char ics tration Hospitals and associated hospitals; an opening 
which includes a “dical rardia every 4 weeks. Address: Frederick H. Van Bergen, MD, 

5 per month; applicants must be graduates of aD- Director of Anesthesiology, University of Minnesota 
proved medical schools. Write to: Administrator, Saint Hospital, Minneapolis, Minnesota D 
ea s Hospital*+, 601 East 19th Avenue, Denver 3, 

Colorado. D 


g an adequate supply for patients. 


Disposable, single dose squeeze bottle is especially 


designed for self-administration...ready to 


APPROVED INTERNSUIVS AVAILABLE 
January 1, 9; 8 bed general hospital; excellent 
educational panne B.A. out patient clinic, all services 
available, $150 plus fall maintenance. Write: Chairman, 
Intern Committee, St. Luke’s Hospital, St. Paul 2 
Minnesota 


The new six-unit PRESCRIPTION PACKAGE of 


Clysmathane (Fleet) is more convenient to prescribe 
with prelubricated rectal tube. The manufacturer’s 


labels are readily removable. 


while assurin 


ispenser. 


APPROVED PEDIATRIC RESIDENCIES BEGINNING 
January 1, 1959, and July 1, 1959, in 75 bed children’s 
hospital; salary $300 per month with maintenance in 
hospital. Apply: Dr. J. Buren Sidbury, Wilmington, 
North Carolina dD 


write. 


SEATTLE, WASHINGTON, PINEL FOUNDATION HOS- 
pital+; positions available for 2 well qualified 3rd or 
4th year psychiatric residents in 1959; principal train 
ing is in phychological treatment of inpatients, with 
additional training according to individual needs and 
interests. Address inquiries to: R. Hugh Dickinson, MD, 
Medical Director, 2318 Ballinger Way, Seattle 55, 
Washington. D 


dual units. 


ROTATING RESIDENCIES For GRADE A SCHOOL 
graduates; beginning July, 1959: 140 hed hospital in 
NW. city; full maintenance plus $400.00 per month; 
500 deliveries, 3,400 admissions: 730 surgeries ; over 50% 
of staff Board Certified. Box 6669 D, % AMA. 


WANTED—TWO RESIDENTS FOR A TWO YEAR 
approved 4 resthesiology service bed teaching 
hospital in New York City: we re a ’ ation from 
an approved ee — and an approved intern- 
ship. Lox 6663 D, % 


ivi 


APPROVED RESIDENCIES IN 
atry, pathology—Avaiiable January | 
county hospital*+ near New York 
educational opportunity; only applicants who have com- 
pleted one year approved will be _consid- 
ered; stipend ple 
Apply: Superintendent, Sarven "Pines County Hospital, 
Paramus, New Jersey. Do 


le dose rectal d 
ix ind 


Prescription package of s 


ANESTIIESIOLOGY RESIDENCY AITROVED; COM 
plete didactic and clinical traming program; two years 
duration; appointments available Write: Oral B. 
Crawford, MD, Director, Department of Anesthesiology, 
St. John’s Hospital, Springfield, Missouri D 


TWO YEAR APPROVED PEDIATRIC RESIDENCY; 
northern California; organized teaching program with 
eight full time Board Pediatricians; appointments avail- 
able immediately and throughout year; California 
licensure eligibility required; salary $315 to $390. Con- 
tact: Alexander King, MD, Chief, Pediatrics Depart- 
Kaiser Foundation 'Hospital*+, Oakland 


. in sing 


AVAILABLE JANUARY IST; GENERAL PRACTICE 
residency ; county hospital; 210 beds; out patient depart 
ment ; 315 per month Write: Assistant Superintendent, 
Pierce County Hospital, Tacoma 8, Washington D 

California. 

WANTED — RESIDENTS IN PSYCHIATRY; THREE 
year approved residencies available; large Eastern Men 
tal Hospital; excellent teaching program therapeutic 
procedures; $5,280 to $6,600. Box 6638 D, % AMA 


nolamine (Theamin, Fleet), 0.625 Gm. 
Manufacturer’s label readily removable. 
(1) Ridolfo, A. S. & Kohlstaedi, K. G. “A 
simplified method for the rectal adminis- 

tration of theophylline,” to be published. 
Professional samples and literature on request, 

c. B. FLEET CoO., INC. 
Lynchburg, Virginia 


aqua, 37 ml 


WANTED—SECOND YEAR RESIDENT IN GENERAL 
surgery; three year approved program; 442 adult bed 
general hospital; surgical and tumor charity clinic; 
stipend $235 per month; applicants must be graduates 
of approved medical schools. Write to: Administrator, 
Saint Luke’s Hospital*+, 601 East 19th Avenue, Den- 
ver 3, Colorado. D 


GENERAL RESIDENT FOR 177 BED GENERAL HOS- 
pital with active services in medicine, obstetrics, surg- 
ery and pediatrics; salary $500 per month with full 
maintenance; must be licensed in Pennsylvania; position 
open immediately. App ly: Miss Helen V. Barton, Ad- 
ministrator, Coatesville Hospital, 300 Strode Avenue, 
Coatesville, Pennsylvania. 


RESIDENCY IN PSYCHIATRY AVAILABLE IMME- 
diately in service approved for one year in large private 
mental hospital; salary $5,500 to $6,700 depending on 
previous experienc maintenance for single person or 
married couple available at $40 pes month. Send full 
information to: Dr. Richard A. Kenworthy, III, Clinical 
Director, Brattleboro Retreat, Brattleboro, Vermont. D 


INTERNSHIPS — ROTATING GENERAL; SEVERAL 
vacancies; now and in February; 370 bed fully approved 
hospital; 30 minutes from Times Square, New York; 
excellent $100 a 2 weeks 

mber of Exc ~~ Visi- 

tor Pr Christ "Hospitals +, 176 alisade 

Avenue, Jersey City 6. New Jersey. Oo 


INTERN AL MEDICINE—APPROVED 3 YEAR RESI- 
4 50 bed hospital*+ in the heart of Medical 
Center: beginning July 1, 1959; university teaching af- 
filiation ; Salary $2,700 to $3.300 per annum; citizenship 
required. Write: Chairman, Department of Medicine; 
Montefiore Hospital Fifth Avenue, Pittsburgh 13, Penn- 
sylvania. D 


SITUATIONS WANTED 


CLINIC AFFILIATION—PHYSICIAN; 41; ELIGIBLE 
American Board Preventive Medicine; 16 years experi 
ence; administration and practice industrial medicine, 
supervision company health-care plans; desires full time 
position with large group to establish and/or effect de- 
partment of industrial medicine, including executive 
health maintenance ; — between industry, prepaid 
plans, ete. Box 6714 I, MA 


Pare HIATRIST—36; BOARD ELIGIBLE; VETERAN; 
. 8. graduate; university staff; training and experience 
z psychoth py and somatic treatments; 
ministration; desires practice or part time teaching and 
practice; group, clinie or hospital; California or Ari- 
zona; salary $20,000. Box 6706 I, % AMA 


PATHOLOGIST: NINE YEARS, ASSISTANT AND 
associate professor, important medical schools, and also, 
assistant and chief pathologist, their graduate hospitals; 
now completing Fulbright scholarship; Diplomate, anat 
omy; immediately available; early 40's. Woodward 
Medical Bureau, 185 N. Wabash, Chicago | I 


BOARD CERTIFIED IN THORACIC AND GENERAL 
highly trained, experienced and thoroughly 
qualified; service obligation completed; young, married; 
and family ; desire eo or association; available 
June, 1959. Box 6731 I, AMA 


SURGEON—CERTIFIED; 36; CAPABLE IN MOST 
subspecialties ; excellent training, compatible ; four years 
practice and teaching experienc seeks desirable loca 
tion for family; inition ge neral work; solo or 
association. Box 6732 MA 


OBSTETRICIAN-GYNECOLOGIST — CERTIFIED: 34: 
family; university trained ; military completed ; desires 
relocation from solo practice to association with indi- 
vidual, group or clinic practice; give details first letter. 
Box 6718 I, So AMA. 


EXPERIENCED DOCTOR—NATURALIZED CANADI- 
an, graduated in Prague, Czechoslovakia; 17 years hos 
pital work; & years x-ray diagnostic; 1 year intern in 
Toronto; boone for internship or other position. Box 

| 6730 1, % AMA. 

GENERALIST 30; FAMILY; MILITARY SERVICE 
completed; completing two year General practice res 
dency July, 1959; AAGP; desires rural or suburban 
location western mountain states ; association, individual 
or group. Box 6725 I, % AM 


tration, 


d by the rapid rectal route 


provided by Clysmathane. 


. 


with oral or parenteral adminis 


are minimize 
Dosage: One Clysmathane (Fleet) Unit 


as a retention enema before retiring or as 


directed. 
Composition: Theophylline monoetha- 


phylline. Side effects, often associated 


RESIDENCIES IN PEDIATRICS — APPROVED 250 
bed general hospital*+ in San Francisco; two year 
approval; large outpatient department and clinic serv- 
ice; stipend $325 per month first year, plus mainte- 
nance. Contact: Educational Committee, St. Luke's 
Hospital, 1580 Valencia Street, San Francisco, a 
fornia. 


i- 


RESIDENCIES—INTERNAL MEDICINE; ACTIVE 300 
bed general hospital; approved 3 year r lency program ; 
oa time Board specialists teaching; salaries range from 

15 to $415, depending upon year of training and fam- 
is status; eligible California licensure. Write: Director 
of Edueafion, Kaiser Foundation Hospital*+, 280 W. 
MacArthur Boulevard, Oakland 11, California. D 


APPROVED ROTATING god YEAR 
internship January '. 1959; 684 bed county ae. 
near New York Ci portu- 
nity; only of pe | medical schools will 
he considere $! plu 
maintenance. Apply: Pines County Hospital, 
Paramus, New Jersey. D 


ONE VACANCY—JANUARY 1, 1959; 3 YEAR PRO- 
gram; obstetrics-gynecology ; approved residence; 5 man 
obsteirics-gynecology resident staff. Write: Mr. P. F. 
Riggs, Administrator, Hollywood Presbyterian Hospital- 
Olmsted Memorial, 1322 North Vermont Avenue,* +, 
Los Angeles 27, California. D 


For the alleviation of symptoms 


bronchial asthma and the acute ep 


ite Public Library) 


489 Fifth Avenue ( ‘ 
Specialists in Since 1926 


An advanced method of 

sodes of heart failure, Clysmathane 
(Fleet) supplies speedy and therapeu- 
tically adequate blood levels“) of theo- 


theophylline therapy 


in 


RESIDENCY IN PSYCHIATRY—THREE YEAR AP- 
proved program, immediate openings Ist and 3rd year 
residents; salary $9,600 @ maintenance; AMA ap 
proved schools only. ‘Write . C. Brinegar, MD, Sup 
erintendent, Mental Health Cherokee, 


Intravenous blood levels 
with rectal administration 


(Continued on page 130) 
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BONE CYST... 4 aspects 


Radiograph (upper left) of bone cyst of the fibula. The lesion 
has its characteristic location in the end of the shaft and does 
not transgress the plate. 


Photograph (upper center) of external surface of upper end 
of fibula resected because of the presence of a bone cyst. 
The contour of the cystic area is expanded, and two healed 
fracture lines are to be noted. 


Photograph (upper right) of transected specimen showing 
the lesion illustrated above, center. The cyst cavity contains 
considerable organizing blood, which was present because 
of recent fracture. 


Photomicrograph (x 3) (left) showing topography of the 
fibular cyst. From above down, one notes epiphysis, epiphy- 
seal cartilage plate, and cyst wall abutting upon the meta- 
physeal spongiosa and plate area. 


For data on Nonossifying Fibroma, turn page. 


For Staff Meetings, Teaching, Research 


...both radiography and photography are needed 


Radiography for diagnosis, for case 
study and review; photography —to show 
what attending physician, surgeon, and 
pathologist saw. Both are essential to 
modern medical records. 

Of itself, each is important; together, 
they complete the picture... provide 


material for discussion and review —for 
teaching and research... help extend 
the boundaries of medical education— 
today, tomorrow, years from now. 

What is the cost of material such as 
this? Surprisingly small, considering the 


value of the fully documented case records. 
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Kodak 
TRADEMARK 


NONOSSIFYING FIBROMA ... 
3 aspects 


Radiograph (upper left) of a nonossifying fibroma in 
the shaft of a fibula of a boy of 8 years. The lesional 
area appears somewhat loculated. 


Photograph (upper right) of segment of fibula (cut 
’ longitudinally) containing the lesion shown in the 
preceding radiograph. 


Photomicrograph (x 15) (right) showing the general 
pattern characteristic of the lesional tissue of nonossi- 
fying fibroma. The stromal cells are spindle-shaped 
and whorled, and intermingled with small numbers of 
giant cells. 


For Radiography: Kodak Royal Blue X-ray Film 
and Kodak x-ray processing chemicals are uniform, 
dependable. Quality-controlled—rigidly tested — 
they are made to work together. 

For Color Photography: Kodachrome Films 
for miniature and motion-picture cameras; Kodak 
Ektachrome Films and Kodak Ektacolor Films for 
sheet-film cameras; Kodak Ektachrome Films for 
roll-film and miniature cameras; Kodacolor Films 
for roll-film cameras and cameras accepting No. 828 
film. Kodak color print materials are also available. 


Order Kodak x-ray products from your Kodak x-ray dealer, 
Kodak photographic products from your Kodak photographic dealer. 


EASTMAN KODAK COMPANY, Medical Division, Rochester 4, N. Y. 


Serving medical progress through Photography and Radiography 


ik 
TRADE MARK 
ri 


One ‘Compazine’ Spansule capsule h.s. 
provides prompt antiemetic action 
that lasts throughout the night and 
into the morning, thus protecting 


against “morning sickness.” 


And, patients on “Compazine’ are 
alert on awakening . . . able to carry 
on their normal activities without 
feeling “drugged” or drowsy. 


Compazine Spansule™ some 


prochlorperazine, S.K.F. sustained release capsules, S.K.F. 
Also available: Tablets, Ampuls, Multiple dose vials, 
Syrup and Suppositories. 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 
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peak reticulocyte response in days’... 


ferronord 


serum response in three hours’... 
iron that virtually any one 
of your patients will tolerate”. . 


Ferronord is a complex bonding of 
ferrous sulfate and the natural 

amino acid glycine. This bonding, 
ferroglycine sulfate complex, provides: 
1) rapid and complete 

absorption of iron, 


2) comfortable a 
replacement therapy. 


NORDMARK 


112 
(brand of ferroglycine sulfate complex) 
7 
: 


excellent results in over 11,000 cases*™ 
side effects insignificant 


48 patients*—serum iron rose rapidly, 
Hb. response prompt 


91 patients*—significant reticulocyte 
response in 6 days on 2 tabs t.i.d. in moderate 
hypochromic anemia—“extremely useful” 


102 patients*—improvement “within days” 
... “remarkably sharp rise in hemoglobin levels 
within the first two weeks of therapy” 


563 patients? —efficient absorption and, 
therefore... predictable clinical results” 


120 patients* —peak reticulocyte response on 
fifth day—average daily Hb. rise in 
obstetrical cases, 0.96%; in postpartum, 
1.26%; in gynecological, 1.4%. 


41 patients®—average daily Hb. rise of 1.6% 


10,016 patients*°_Hb. response excellent, 
average treatment period 4-6 weeks 


given on empty stomach in all cases— 
“not one person in this series complained of 
gastric upset, diarrhea or constipation” 


even in those with peptic ulcer, gastritis, 
“lack of side effects was quite impressive” 
—slight gastric upset in one patient 


two cases of mild G-I upset quickly disappeared 
with dosage adjustment 


only eight cases of mild intolerance—no side 
effects even in patients with peptic ulcer 


not a single complaint of upset, 
FERRONORD taken on empty stomach in all cases 


well tolerated in all, including 
peptic ulcer and gastritis patients—given on 
empty stomach in all cases 


only 4.39% of cases reported any side effects 
usually adjusted with dosage 


dose schedule —A verage adult dose: initially, 2 tabs b.i.d.; severe cases, 2 tabs t.i.d. Maintenance dose, 1-2 tabs 
daily. Each FERRONORD tablet supplies 40 mg. of ferrous iron. FERRONORD Liquid, 60 cc. dropper bottles, 40 mg. 


iron per cc. 


bibliography 1. Rummel, W., and Candon, B. H.: Internat. Rec. Med. & G. P. Clin. 12:783, 1956. 2. Feldman, H. S., and Rummel, 
W.: M. Times 84:1329, 1956. 3. Dwyer, T. A.: Clin. Med. 4:457, 1957. 4. Pomeranze, J., and Gadek, R. J.: New England J. Med. 
257:73, 1957. 5. Clancy, J. B.; Aldrich, R. H.; Rummel, W., and Candon, B. H.: Am. Pract. & Digest Treat. 8:1948, 1957. 6. O’Brien, 
T. E.; Onorato, R. R.; Dwyer, T. A., and Candon, B. H.: West. J. Surg. 65:29, 1957. 7. Frohman, I. P., and others: Scientific Exhibit, 
Sixth Congress Internat. Soc. Hemat., Boston, Mass., Aug. 26-Sept. 1, 1956. 8. Wagner, H.: Landarzt 31:496, 1955. 9. Jérgensen, G.: 
Arztl. Wchnschr. 10:82, 1955. 10. Aldrich, R. H.; Pomeranze, J.; Clancy, J. B., and others: Scientific Exhibit, A. M. A. Meeting, 


June, 1957, New York, N. Y. 


FERRONORD® (brand of ferroglycine sulfate complex) Pat. Pending. Alpha-aminoacetic-ferrous sulfate complex, exsiccated. 


NORDMARK PHARMACEUTICAL LABORATORIES, INC., IRVINGTON, NEW JERSEY 
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Control tremor and rigidity 


In Parkinsonism Parsidol has proved outstandingly effective for controlling tremor and 
muscular rigidity, the principal impairments in this disease.!. 2 


With Parsidol most patients show rapid, even dramatic improvement—both in major symptoms 
and in gait, posture, balance and speech. Side effects are minimal. Parsido] is compatible with 
all other antiparkinsonian drugs and its effectiveness may even be increased in combination or 
rotation with such preparations as atropine and dextroamphetamine.> Parsidol improves the 
patient’s emotional perspective, promotes a more optimistic outlook as physical coordination 
and dexterity return. 

Most patients can be controlled with a maintenance dosage of 50 mg. four times daily. How- 
ever, More severe cases may require up to 600 mg. daily, a dosage level ordinarily well tolerated. 


References: 1. Doshay, L. J.; Constable, K. and Agate, F. J., Jr.: J.A.M.A. 160:348 (Feb.) 1956, 2. Berris, H.: J.-Lancet 74:245 
Quly) 1954. 3. Timberlake, W. H. and Schwab, R. S.: N. Eng. J. Med. 247:98 (July 17) 1952. 


PARSIDOL 


—ethopropazine hydrochloride 


WARNER-CHILCOTT 


Above and right are action pictures, taken ¥™ 


from a Warner-Chilcott film study, of a 
parkinsonian patient before and after initia- 
tion of Parsidol therapy for major tremor, 
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CRACKED 


. the rapid and prolonged topical 
anesthetic action of Xylocaine Oint- 
ment effectively manages pain, itch- 
ing and burning. The anesthetic 
comes into immediate and intimate 
contact with the tissues because it 
is contained in a water-soluble, non- 
staining vehicle which readily melts 
at body temperature. It is nonirritat- 
ing, relatively nonsensitizing and 
does not interfere with the healing 
processes. 


Astra Pharmaceutical Products, tnc. 
Worcester 6, Massachusetts, U.S.A. 


for better doctor-patient relationship 


XYLOCAINE* 


(brand of lidoce 
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J.A.M.A., Sept. 20, 1958 


The infuriated man stood beside a large dent in 
his car, arguing with the woman driver who had 
caused it. 

When the policeman finally broke up the verbal 
duel, the man was threatening to sue. The officer 
shook his head hopelessly. 

“If I were you, fella, I'd just settle,” he said. 
“After all, it’s just your word against thousands of 
hers.” 

e 

When Lenny Kent, the comedian, checked into 
a hotel in Las Vegas, he asked the bellboy who 
had brought up his bags for change for a dollar. 

“Mister,” snapped the boy, “in this town a dollar 
is change!” 

A henpecked weatherman was describing his 
wife to an old friend. 

“She speaks on the average of 150 words a 
minute,” he said, “with gusts up to 180.” 

e 

Tip to hostesses: 

The best way to tell whether a man is having 
fun at vour party is to catch a look at the expres- 
sion on his wife’s face. 

e 

One of the featured players in the enormously 
successful “My Fair Lady,” secure in the knowl- 
edge that the show would probably go on forever, 
decided to have his whole apartment redecorated. 

When the paint job was finished the actor mag- 
nanimously offered the foreman two treasured tick- 
ets for that night’s performance. 

The following month he was going through his 
decorating bill when one item sent him reeling. 

“Friday night, May 3rd,” it read, “four hours 
overtime, Mark Hellinger Theater—$24.00.” 

. 

“Look at this suit!” demanded the man indig- 
nantly. “It’s the worst looking thing I’ve ever 
owned. It doesn’t fit anyplace!” 

The tailor was hurt. “My dear sir,” he said in- 
dignantly. “The fine quality, the exquisite tailoring, 
the low price, you would sacrifice all that simply 
because the suit doesn’t fit?” 

e 

“Of course, you have grounds for divorce!” 
said the woman's best friend, indignantly. “You're 
married, aren't you?” 


by E. K. H. 


George Jessel, guesting on the Steve Allen show, 
told still another \crsion of the story of the parrot 
that was sent to a dear old lady by her traveling 
son. 

On his return he asked his mother how she liked 
the bird. 

“It was delicious, son,” said the old woman, 
reminiscently. “Tender and sweet as could be.” 

“Tender and sweet?” gasped her son. “Do you 
mean to say you cooked that parrot? Why, it cost 
over $500! It was one of the rarest talking birds 
in the world. It spoke every language fluently!” 

“Well,” demanded his mother, “then why didn’t 
it say something?” 

A small boy came home from school at the end 
of the term, waving his report card triumphantly. 

“I got ‘A’ in English this time, Mom,” he shouted. 
“Best I ever done.” 
° 


Sign reported in a Washington bakery: 
CAKE, 66 CENTS 
UPSIDE DOWN CAKE, 99 CENTS 


UNFAIR | 
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“One of the major difficulties associated with 
iron therapy is that of the occurrence of 


gastrointestinal disturbances...” 


“Sron choline citrate, a chelated form of iron, 
possesses outstanding qualities in terms of freedom 


from undesirable gastrointestinal effects.”’* 


Gree 
notable freedom from g.i. distress 


in oral iron therapy—through 
the chemistry of chelation 


chelate 

iron 
therapy” 

with 


(Iron Choline Citrate) 

the new chemohematinic for oral iron therapy... 
notably effective ...exceptionally well tolerated... 
significantly less toxic on accidental overdosage 


TABLETS—3 Ferrouip Tablets supply 1.0 Gm. iron choline citrate,t 
equiv. 120 mg. elemental iron, 360 mg. choline base. Bottles of 100, 1000. 
SYRUP —1 fl.oz. Ferrotip Syrup provides 120 mg. elemental iron, 
equiv. 3 tablets. Pints, gallons. 

PEDIATRIC DROPS— Each cc. FeRROLIP Pediatric Drops provides 

16 mg. elemental iron, 48 mg. choline base. In 30-cc. unbreakable 

plastic squeeze bottles. 


Oecatur, Illinois 


*Franklin, M., et al.: Chelate Iron Therapy, J.A.M.A. 166:1685, Apr. 5, 1958. 
Pat. 2.575.611 
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A new concept in antihypertensive 
therapy: concomitant use of an 
improved ganglionic blocking agent 
[‘Inversine’| and anew 

antiby pertensive agent [‘Diuril’| for 
smoother, simplified management 
of hypertension. 


Longer Life 
for 
Hypertensives 


In moderate, severe, and malignant hypertension, ganglionic blocking 


‘Inversine’ often makes possible a lessening of cardiovascular-renal damage, 


regression of the basic disease, and prolongation of life. 


“When employed under carefully controlled conditions with adequate 
attention to proper regulation of dosage, mecamylamine | ‘Inversine’| may 
be expected to reduce blood pressure effectively and to ameliorate various 
manifestations of hypertensive-cardiovascular disease. These include such 
symptoms as headache, dizziness, vertigo, hypertensive encephalopathy, 
cerebral or subarachnoid hemorrhage, retinopathy, cardiac hypertrophy 


and, in some cases, cardiac decompensation.” 
Council on Drugs, New and Nonofficial Remedies: 
Philadelphia, J. B. Lippincott Co., 1958, p. 285. 


Now, concomitant use of a newly discovered antihypertensive agent 


[‘Diuril’ (Chlorothiazide) | has been found to enhance the hypotensive 


effect of ‘Inversine’—while reducing the required dosage of ‘Inversine’ and 


often minimizing the serious side effects of ganglionic blockade. 
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nversine 
MECAMYLAMINE HYDROCHLORIDE 

a greatly improved 

ganglionic blocking agent 

Unlike the other ganglionic blocking agents, 

‘Inversine’ is not a quaternary ammonium 

compound. It is a secondary amine, and 

has significant advantages: 

e of the orally effective blocking agents, 

only ‘Inversine’ is completely and uniformly 

absorbed 

e it provides predictable, reproducible effects 

with minimal day-to-day fluctuations in 

blood pressure response 

e ‘Inversine’ is effective in low dosage 

@ permits convenient dosage schedules 

e usefulness not limited by development 

of tolerance 


e it has a gradual onset of effect, reducing the 
likelihood of sudden drops in blood pressure 


New Patients 


1. /nitiate therapy with ‘Diuril’ 
‘Diuril’ is given in a dosage range of from 250 mg. twice a 
day to 500 mg. three times a day, depending on severity of 
the hypertension. 
2. Adjust dosage of other agents 
The dosage of other antihypertensive medication (‘Inver- 
sine, reserpine, veratrum, hydralazine, etc.) is adjusted as 
indicated by patient response. 

‘Inversine’ is given in the same manner whether used 
with ‘Diuril’ or alone. Recommended initial dosage is 2.5 
mg. twice a day, preferably after meals. May be increased 


Patients on ‘Inversine’ and/or other ganglionic blocking agents 


1. /nitiate therapy with ‘Diuril’ 

‘Diuril’ is given in a dosage range of from 250 mg. twice a 
day to 500 mg. three times a day, depending on severity of 
the hypertension. 


2. Adjust dosage of ganglionic blocking agent 

If the patient is established on a ganglionic blocking agent 
(e.g., ‘Inversine’) it should be continued, but the total daily 
dosage should inzmediately be reduced by as much as 25 to 


DOSAGE RECOMMENDATIONS 


‘Diuril’ 


CHLOROTHIAZIDE 
new and unique 
antiby pertensive agent 


e provides basic therapy to improve and 
simplify the management of hypertension 
e markedly enhances the effects of 

other antihypertensive agents 

e often reduces dosage requirement of 
ganglionic blocking agents and other 
antihypertensive agents below the level 
of serious side effects 


e smooths out blood pressure fluctuations 


e added to other antihypertensive agents, 

is often effective in controlling blood pressure 
of even highly resistant cases 

e effectiveness not diminished by 
development of tolerance 


e v-ell tolerated even at maximum 
therapeutic doses 


by 2.5 mg. at intervals of no less than two days until de- 
sired response is obtained. In severe or urgent cases, the 
increments may have to be larger or more frequent, with 
the largest dose given preferably at noon or in the evening. 
‘Inversine’ is extremely potent and should always be u- 
trated according to the patient's orthostatic blood pressure 
response. 


3. Adjust dosage of all medication 

The patient must be observed frequently and careful ad- 
justment of all agents should be made to determine optimal 
maintenance dosage. 


so per cent. This will reduce the serious side effects often 
observed with ganglionic blockade. 

If other antihypertensive agents are used, their dosage 
should be adjusted as indicated by patient response. 


3. Adjust dosage of all medication 

The patient must be observed frequently and careful ad- 
justment of all agents should be made to determine optimal 
maintenance dosage. 


Precautions: Side effects of ‘Inversine’ are essentially the same as those encountered with other 
ganglionic blocking agents. At the first sign of constipation, vigorous treatment must be initiated 
immediately since paralytic ileus may result if constipation is unchecked. Patients should be in- 
formed how to cope with postural hypotension should this occur. ‘Inversine’ is contraindicated 
in coronary insufficiency, organic pyloric stenosis and recent myocardial infarction. 


Supplied : ‘Inversine} tablets of 2.5 mg. and 10 mg. Bottles of 100. ‘Diuril; tablets of 250 mg. and 500 


mg. Bottles of 100 and 1000. 


Inversine 


MECAMYLAMINE HYDROCHLORIDE 


MERCK SHARP & DOHME, DIVISION OF MERCK & CO., INc., PHILADELPHIA 1, PA. 


INVERSINE and DIURIL are trade-marks of MERCK & CO., Inc. 


A 


after 30 min. 
Progressive increases in vital after 15 min. 
capacity following a single 
oral dose of five tablespoonfuls 
of Elixophyllin. after 5 min. 


(Average increase in 
30 minutes — 807 cc.)* AG 


*Spielman, D.: 

Ann. Allergy 

15:270, 1957. | 


Average vital 
capacity of 

20 patients in 
acute asthmatic 
attack was 
2088 cc. before < 
treatment.* 


RELIEVED IN MINUTES 


Acute: 74% of severe 
attacks terminated by 
oral medication 


Fifty unselected patients admitted for emergency 
room treatment of severe acute asthmatic attacks 
were given 75 cc. Elixophyllin orally instead of intra- 


venous aminophylline. Of these, 37 (74%) were 


completely relieved and discharged without further 
treatment — 9 responded to additional therapy — 


4 were hospitalized as status asthmaticus cases. 


— Schluger, J., et al.: Am. J. M. Sci. 234:28, 1957. 
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BY ORAL DOSAGE... 


Chronic: Daytime dosage 
schedule affords most patients 
21-hour relief 


First two days After two days 

45 cc. (3 tablespoonfuls) on arising Size of doses should be 

45 cc. (3 tablespoonfuls) on retiring slightly decreased to 

45 cc. (3 tablespoonfuls) once midway determine proper individual 
between above doses (about 3 P.M.) maintenance dosage. 


Each tablespoonful (15 cc.) contains: THEOPHYLLINE, 80 mg., ALCOHOL 3 cc. 
Bottles of 16 fi. oz. available at prescription pharmacies — Rx only. 


ELIXOPHYLLIN 


Gastric intolerance 
rarely encountered Sfherman 


Literature upon request Detroit 11, Michigan 


NORISODRINE sulfate Powder in the AEROHALOR® 


(ISOPROTERENOL SULFATE, ABBOTT) (POWDER INHALER, ABBOTT) 


With Norisodrine Sulfate in the easy-to-use Aerohalor, the asthmatic is 
only a breath or two away from relief. 


As fast as intravenous treatment, as effective as epinephrine, Norisodrine 
involves neither significant systemic pressor action nor local vasoconstrictor 
effect. The particles inhaled —90% of which are less than 10 microns in 
size—move almost immediately into the tracheobronchial tree . . . provid- 
ing relief where it’s needed most. 


Prescribe Norisodrine in the Aerohalor, Doctor. You’ll find it effective 
therapy—even for the asthmatic who is “fast’’ to other commonly-used 
bronchodilators. Extra convenience, too, in the Aerohalor’s Ae, 

compact size—just right for purse or pocket. ott 
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RECOVERY RATE: OVER 90: 
over 700 published cases 
of thromboembolic disease 


HEDULIN 
50 mg. | 


CAUTION Federal tow pre” 


without pres! 


MUKER 


HEDULIN is the trademark for the Walker brand of phenindione. 50 mg. scored tablets for therapeutic use; 20 mg. scored 
tablets for prophylactic use. Bottles of 100 and 1,000. 1. Breneman, G. M., and Priest, £. McC.: Am. Heart J. 50:129 (July) 1955. 
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=SIGN OF GOOD TASTE 


COPYRIGHT 1957 THE COCA-COLA COMPANY, 
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measures therapeutic success 


Pentids 


Squibb 200,000 Unit Buffered Penicillin G Potassium Tablets 


when an oral penicillin is indicated...prescribe Pentids 


Six years experience by physicians in treating many mil- 
lions of patients with Pentids confirm clinical effective- 
ness and safety. Excellent results are obtained with 
Pentids in many common bacterial infections with only 
1 or 2 tablets t.i.d. Pentids may be taken without regard 
to meals. Pentids are economical. 


DOSE: 1 or 2 tablets t.i.d. without regard to meals 
SUPPLY: Bottles of 12, 100 and 500 tablets 


SQUIBB 


other Pentids products 

NEW Pentids For Syrup: Squibb Flavored Penicillin Powder: 
when prepared with 35 cc. of water, the preparation pro- 
vides 60 ce. of fruit-flavored syrup, 200,000 units per tea- 
spoonful (5 cc.). 

Pentids Capsules: Squibb Penicillin G Potassium 200,000 
Unit Capsules, bottles of 24, 100 and 500. 

Pentids Soluble Tablets: Squibb Penicillin G Potassium Sol- 
uble Tablets—200,000 units, vials of 12, bottles of 100. 
These formulations are given % hr. before meals or 2 hrs. 
after meals. 


Squibb Quality—the Priceless Ingredient 


*PENTIOS'® 1S A SQUIBE TRADEMARK 
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when you treat common bacterial infections... | 

a well patient back on the job : 

SQUIBB 
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Peeprotect, to regtore, toassure Health 


YOUR JIS 


Mutual Benefit Life’s Job: 


TRUE 
SECURITY 


FOR THE PHYSICIAN 
AND HIS FAMILY 


As a physician you know the impor- 
tance of taking proper measures now to 
protect your patients’ future. 

Similarly, Mutual Benefit Life is 
uniquely qualified to determine your 
present needs and to protect your 
future. More than a century of serving 
u the medical profession has given us 
s unusual insight into your particular 
4 requirements. 

That is why Mutual Benefit Life 
ean offer you TRUE SECURITY, 
with an insurance program personally 
fitted to you. It is especially flexible to 
fit your lifetime earning curve, which 
probably starts later, rises rapidly, 
declines sharply without the cushion of 
company benefits. 

Enjoy TRUE SECURITY with the 
fullest, finest protection in the insur- 
ance field , . . now offered with the most 
liberal coverage in Mutual Benefit 
Life’s 113-year history and at a new 
low cost. 


MUTUAL BENEFIT 


The LI FFE Insurance Company 
for TRUE SECURITY 


THE MUTUAL BENEFIT LIFE INSURANCE COMPANY, NEWARK, NEW JERSEY 
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appetite curbed 


sleep undisturbed 


(brand of phenmetrazine hydrochloride) 
makes losing weight easier 
specifically for weight reduction PRELUDIN effectively curtails the patient’s craving for food...generally 
. producing two to five times the weight loss achieved by dietary means 
alone. 


makes losing weight comfortable 
PRELUDIN produces little or no C.N.S. stimulation or other undesirable 
side reactions.!* 


makes losing weight notably safe 
PRELUDIN may be used in cases of moderate hypertension, chronic 
cardiac disease or diabetes.?° 


(1) Ressler, C.: J.A.M.A. 165:135 (Sept. 14) 1957. (2) Gelvin, E. P.; MeGavack, T. H.., 
and Kenigsberg, S.: Am. J. Digest. Dis. 2:155, 1956. (3) Barnes, R. H.: J.A.M.A. 166:898 
(Feb. 22) 1958. (4) Holt, J. O. S., Jr.: Dallas M. J. 42:497, 1956. (5) Natenshon, A. L.: 
Am. Pract. & Digest Treat. 7:1456, 1956. 


PreLupIN® (brand of phenmetrazine hydrochloride). Scored, square, pink 


GE GY tablets of 25 mg. Under license from C. H. Boehringer Sohn, Ingelheim. 
original silhouette hand cut by Mochi : 


| 

PH 


GEIGY 


Ardsley, New York 


in a broad spectrum of inflammatory indications — arthritic - phlebitic - rheumatic 


® potent 
4 U TAZO L| D 
anti-inflammatory 
(phenylbutazone GEIGY) 


A“ ...specific anti-inflammatory action similar to that observed from the adrenocortical 

ct steroids, with secondary analgesic and antipyretic activity”! accounts for the efficacy 
of BUTAZOLIDIN. This is confirmed by experimental observations? and by objective 
measurements, biochemical determinations and therapeutic responses in clinical 
studies.7-16 


Se | The broad-spectrum efficacy of BUTAZOLIDIN has been established by over 1,000 pub- 
>“ lished reports and 150 million patient-days in: bursitis; gouty arthritis; rheumatoid 

arthritis; osteoarthritis; acute superficial thrombophlebitis; rheumatoid spondylitis; 
4 thrombosed hemorrhoids; psoriatic arthritis; peritendinitis. 


BUTAZOLIDIN being a potent therapeutic agent, physicians unfamiliar with its use are urged to send 
for detailed literature before instituting therapy. 


(1) Robins, H. M., and others: Am. Pract. & Digest Treat. 8:1758, 1957. (2) Domenjoz, R.: Internat. Rec. Med. 
165:467, 1952. (3) Stein, |. D.: Angiology 6:403, 1955. (4) Kiing, H. L.: Schweiz. med. Wchnschr. 85:262, 1955. 
(5) Yourish, N.; Paton, B.; Brodie, B. B., and Burns, J. J.: A.M.A. Arch. Ophth. 53:264, 1955. (6) Selitto, J. J., and 
Randell, L. D.: Fed. Proc. 13:403, 1954. (7) Smyth, C. J., and Clark, G. M.: J. Chron. Dis. 5:734, 1957. (8) Brodie, 
B. B., and others: Am. J. Med. 16:181, 1954. (9) Payne, R. W., and others: J. Lab. & Clin. Med. 45:331, 1955. 
(10) Connell, J. F., Jr., and Rousselot, L. M.: Ann. New York Acad. Sc. 68:155 (Aug. 30) 1957. (11) Currie, 
J. P.; Brown, R. A. P., and Will, G.: Ann, Rheumat. Dis. 12:88, 1953. (12) McMahon, M. F.: Rheumatism 13:17, 
1957. (13) Volimer, J.; Weiskettel, R., and DeCourcy, J. L.: Ohio M. J. 53:910, 1957. (14) Sigg, K.: Angiology 
8:44, 1957. (15) Skversky, N. J.; Yarrow, M. W., and Lewinn, E. B.: J. Albert Einstein Med. Cen. 5:268, 1957. 
(16) Braden, F. R.; Collins, C. G., and Sewell, J. V.: J. Louisiana M. Soc. 109:372, 1957. 


BUTAZOLIDIN® (phenylbutazone GEIGY): Red coated tablets of 100 mg. BUTAZOLIDIN® Alka: Capsules 
containing Butazolidin (phenylbutazone GEIGY) 100 mg.; aluminum hydroxide 100 mg.; magnesium 
trisilicate 150 mg.; homatropine methylbromide 1.25 mg. 96058 


it 
we 
x 
ny 
| 
# 
\ 


WALL 
TISSUE REPAIR 


The wall of leukocytes and fibrin that surrounds every site of inflammation breaks 

down when Parenzyme is administered systemically and/or topically. 

Parenzyme depolymerizes macromolecules trapped in the capillary wall and connective tissue — 
permits access of anti-infective agents, accelerates tissue repair, resolves inflammation and edema. 


PARENZYME AQUEOUS 
PARENZYME-B (buccal tablet) 
PARENZYME OINTMENT 


Parenayme ~~ — sterile multiple-dose vials containing lyophilized trypsin, 

25 mg. plus 5 mi. of aqueous diluent. Perensyme-B — buccal tablet containing 

5 mg. trypsin. Parensyme Oi t 2 mg. crystalline trypsin, 6 mg. 

crystalline chymotrypsin and 2 mg. o- ~aminoacridine hydrochloride in a specially 
water-soluble base. 


Products of Original Research 


2267 


THE NATIONAL DRUG COMPANY 
Philadelphia 44, Pa. 
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th Mating 


MINNEAPOLIS, MINNESOTA 
DECEMBER 2-5, 1958 


The 12th A.M.A. Clinical Meeting in Minneapolis will feature a related, balanced 
program of lectures and clinical conferences. Attention will be focused upon the diseases 
and conditions most frequently met by the General Practitioner. 


Registration will begin at 8:30 a.m., Tuesday, December 2. The meeting will close each 
evening at 5:30 p.m., and Friday, December 5, at noon. Major emphasis will be on 
Obstetrics, Fractures, Heart Disease, and Psychiatry. Other topics will be: Arthritis, 
Dermatology, Gastro-Intestinal Diseases, Neurology, Gynecology, Pediatrics, Pulmo- 
nary Diseases, and Surgery. 


An important part of the meeting will be the Scientific Exhibits, which provide an op- 
portunity to see at first hand the new techniques and treatments. The latest in efficient 
equipment for the General Practitioner will be shown by America’s leading firms in the 


Technical Exhibits. 


make your hotel reservations now! 


American Medical Association APPLICATION FOR HOTEL ACCOMMODATIONS 
Clinical Meeting Housing Bureau Be sure to give three choices of hotels 
6th fir. Lutheran Brotherhood Bidg. ‘ 

(Please print or type) 


Minneapolis 2, Minn. 
Please reserve the following: 


Second Choice 


Date Arriving Mi poli P.M. 
Rooms will be occupied by: (Please attach list of additional names if you do not have sufficient space here. 
Also list ages of children, if any.) Print or type 


Street Address 


If you are a technical exhibitor, be sure to give name of firm and individuals to occupy room or rooms reserved. 
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Room (s) with bath POrSOn Rate $ per room. | 
pet room. | 
person(s). Rate $_ | 
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Name City Zone State | 
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RIVER 


== 


OF 
MINNEAPOLIS 
LOOP 


calendar today 


Hotel 


All reservations for Minneapolis hotels 
134 listed should be cleared through the A.M.A. 
i. housing bureau before November 22, 1958. 
The } — -— Use the form below and mark your calendar 
Hotel RK) - so that you'll be in Minneapolis December 2 


| through 5, 1958. By taking a few moments 


Z » ‘aA a now, you will assure yourself of a hotel 


reservation. 


169 62/2 at Sand St, 


schedule 


of 


SINGLE DOUBLE TWIN SUITES 
ates ANDREWS Hennepin ot 4th $4.85-10.00 $6.85-15.00 $ 8.50-15.00 
Curtis 10th St. & 3rd Ave. So. 5.50- 7.50 7.50- 9.50 9.50-13.00 $12.00-25.00 


DYCKMAN 27 S. 6th St. 6.50-16.00 9.50-16.00 11.50-18.00 30.00-45.00 
FRANCIS DRAKE 10th St. & Sth Ave. 6.50-10.00 8.50-11.00 10.50-12.50 

HAMPSHIRE ARMS 900 4th Ave. So. 4.50- 6.50 6.00- 8.00 7.50- 9.50 

LEAMINGTON (Headquarters Hotel—No Rooms Available) 
MARYLAND 1346 LoSalle Ave. 5.00- 8.00 8.00-12.00 9.00-16.00 

NORMANDY 405 S. 8th St. 5.50- 6.00 6.00- 8.00 7.00-12.00 

PARK-PLAZA 1700 Hennepin 3.75-12.00 6.00-15.00 6.50-15.00 

PICK-NICOLLET Nicollet & Washington 5.50-12.50 9.00-15.00 11.50-16.00 25.00-60.00 
RADISSON 45 S. 7th St. 5.50-10.00 8.50-12.50 12.00-16.00 25.00-60.00 
SHERIDAN 1112 Marquette 5.00- 6.50 7.50- 9.50 9.00-12.00 

VENDOME 17 S. 4th St. 3.50 5.00 5.50 
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QUICK SOOTHING TOPICAL RESPONSE. 


INFLAMMATORY 


Creme and Lotion— pH 


Incorporated 
in exclusive 
ACID MANTLE 
vehicle 


GENERAL PRACTITIONER — 39; 


‘Abates Inflammation 


Ls 


Samples and literature 


available on request. (3g 02., 


acid mantle’ of the skin and its displacement by 
an abnormal ‘alkaline mantle’.”— Fabricant, N.D.: 
A. M.A. Arch. Otolaryn. 65:11, 1957. 


Supply—*s%, 1% and 2% hydrocortisone in either Creme 
1 oz., 2 oz., 4 oz. tubes and 1 Ib. jars) or Lotion 


“Susceptibility to infection by bacteria is widely 
held to be due to the removal of the antibacterial 


(4 02., 1 0z., 2 0z., 4 oz. squeeze bottles and pt. bottles). 


Dome Chemicals Inc. 


NEW YORK 23 + LOS ANGELES 46 + In Canada: 2765 Bates Road, Montreal 


ouR 
pisco 
suckin 


TRADE MARK 


Recommend Thum—At All (Drug Stores 


FOR NEXT YEAR'S 
SCHEDULING 


DAILY LOG 
PHYSICIANS 


A practical and easy-to-use financial record systen 
designed specifically for your profession — pre- 
ferred by thousands of physicians since 1927. Reg- 
ular Edition, one 36 line page a day, one volume, 
dated for calendar year — $7.75. Double Log 
Edition, two facing pages of 36 lines for each day, 
two volumes, dated for calendar year — per set — 
$13.50. Satisfaction guaranteed. 


THE COLWELL COMPANY 
236 University Ave., Champaign, ill. 


Please Do Not Ask for the names of classified advertisers in the JOURNAL 
who use box numbers. We are bound by agreement with these advertisers not 
to give out this information. Address your replies or inquiries to the box given, 


&% A.M. A., and we will forward them. 


FOR THE LIBRARY 


Sectional Bookcase 


On Approval—Direet from 
Factory at 40% Saving 
Buy direct to meet your 
immediate requirements 
and add sections as your 
library grows. We assume 
responsibility for match- 
ing. 

Furnished in different de- 
signs, woods and finishes. 
Endorsed by over 250,000 
users. Write for catalog 
Dept. J-958 


Cc. J. LUNDSTROM 
MFG. CO. 
Little Falls, N. Y. 
Made for the better 
homes and offices 
since 1899 


FINGER SPLINT ASSORTMENT 


No. 288 


A very handy assort- 
ment of thirteen often 
used finger splints. All 
aluminum, transparent 


to X-Ray. Conveniently 
packaged. Be prepared 
for emergencies, Order 
now! $4.30 per box. 


DEPUY MANUFACTURING CO., INC. 


WARSAW, INDIANA 


| SURGEON—35; BOARD CERTIFIED; FAMILY; WIDE 
experience in general surgery; in private practice with 
medical school affiliation for 3 years; desires association 
or group practice. Box 6618 I, % AMA 


| ANESTHESIOLOGIST — LICENSED IN NEW YORK 


| INTERNIST — 


| GENERAL SURGEON 


J.A.M.A., Sept. 20, 1958 


(Continued from page 110) 


INTERNIST— CERTIFIED; 
ice completed; 4 years 
family; desire association, 
$1,200 minimum; National 
AMA. 


IL ‘L, INOIS REG ISTERED PHARMACIST; MARRIED; 
children; 35 years old; wishes to locate in northern 
Milinois, or southern Wisconsin; interested in renting, 
leasing or partnership in a pharmacy in doctors build- 
ing. Box 6715 1, % AMA. 


AGE 34; MILITARY SERV 
practice; university trained; 
south or southwest 
Boards. Box 6719 


BOARD ELIGIBLE SURGEON—AGE 32; TWO YEARS 
experience ; seeking location with group or solo practice; 
prefer east or midwest; willing to do some general prac 
tice. Box 6723 A. 


AAPG; 
obstetrics and surge 
licensed in 
Box 6721 1, % AMA 


ASS A 
wants 
Wisconsin, 


graduate; interested in 
practice in small town; 
California and Indiana. 


GENERAL 
pleted; experience 
surgery; desires association 

United States. Box 6722 1, % 


SURGEON—36; PART I BOARDS COM 
includes gynecological and vascular 
with a group in eastern 
MA 


SURGEON 
ried ; vete 
desires loc 
Box 6717 


BOARD CERTIFIED; FACS; 34; MAR 
ran ; experienced all subspecialties and urology; 
sation or association with individual or group 
I, % AMA. 


© 


ANESTHESIOLOGIST — BOARD CERTIFIED: YEARS 
of experience as private anesthesiologist; and as head of 
ig department; desire to relocate, Box 6726 1, 

AMA, 


OBSTETRICIAN-GY NECOLOGIST 7 YEARS EX 
perience in private practice; desires change to south or 
southwest; + consider association or group practice 
Box 6724 I, AMA 


and Florida states; FACA eligible; 
position. Box 6716 1, % AMA. 


CERTIFIED; 40; DESIRES ASSOCLA 
tion with group or another internist in Minnesota or 
southwestern Wisconsin. Box 6700 1, % AMA 


desires change of 


BOARD CERTIFIED; COM 
pleting military service would like an opportunity for 
private practice. Box 6403 I, AMA 


SURGEON -DNB; BOARD CERTIFIED; FACS; 41; 
eligible Board of Thoracic Surgery; eastern trained; 
wide experience most phases of surgical handicraft ; ove: 
seas WW II and Korea; former Chief of Surgery several 
Army hospitals; congenial, adaptable; desires to rel: 
cate with group, association, partnership or hospital in 
busy surgica! practice, or position as medical director 
large industrial firm or hospital where there is need for 
an able surgeon with mature judgment; willing to travel; 
domestic or foreign; hard and willing worker; no family 
ties; excellent references? licensed 4 states; remunera 
tion important consideration; available September !st. 
Box 6602 1, % AMA. 


PATHOLOGIST 52; CERTIFIED IN PATHOLOGIC 
anatomy desires relocation in midwest; preferably: li 
censed lowa, Illinois and National Boards; group of 
small hospitals would be considered. Box 6674 1, 
Y AMA. 


GENERAL SURGEON — FACS; DESIRES LOCATION 
in Florida; group, individual, solo; consider limited 
general practice; Board eligible: 40; family; & years 
solo practice one location; veteran; Grade A 
training; Florida licensed. Box 6691 1, % 


AVAILABLE—AMERICAN BOARD SPECIALISTS T0 
head departments, join groups, ete.; physicians for pri 
vate practice, assistants or associates, industry, publie 
health. Please write for recommendations. Shay Medical 
Agency, 55 E. Washington, Chicago. 1 


WELL TRAINED THORACIC SURGEON AVAILARLE 
January Ist; three years’ training; genera! 
two years’ training, thoracic surgery, teaching hospitals 
Medical Bureau, Burneice Larson, Director, 900 North 
Michigan Avenue, Chicago. I 

INTERNIST - CERTIFIED; 33; UNIVERSITY 
trained; currently on faculty of medical school; has had 
experience in private practice and industrial medicine; 

desires association with hospital, clinic; military service 

completed, Box 4858 I, % AMA. 


NEW JERSEY—GENERAL PRACTICE; DESIRE AS- 
sociation with early partnership opportunity or with 
MD planning retirement; may include surgery and ob- 
stetrics; congenial conditions and growth possibilities 
important. Box 6614 I, % AMA. 


— RAL SURG EON — 41; DIPLOMATE; 
; population 50,000 or more; 
general surgeon; will consider 
with surgeon or group on partnership basis. 
% AMA. 


RADIOLOGIST —-36 ; 
or teaching; certified by 


school and 


AMA 


surgery; 


FACS; 
that nee ds 
association 
tox 6690 I, 


DESIRES POSITION IN GROUP 

AEC; in good health; married 
and family; excellent references; prefers midwest or 
southwest. Box 6641 1, % AMA. 

INTERNIST — 32; CERTIFIED; DESIRES GROUP 
practice; far west or south west preferred. Box 6647 1, 
Y AMA. 

PATHOLOGIST — CERTIFIED PA-CP 1954; AVAIL- 

able December; direct hospital department or associate; 
California first preference. Box 6679 1, %o AMA. 


(Continued on page 137) 
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Toujours 


VvArmour 


Fine quality .. . always! Because only selected Armour cuts go into Gerber 
Strained Meats for Babies. Specially processed to free them of sinew and 
coarse connective tissue. Low fat value assures digestibility. All are pure 
meat, with just enough broth to enhance flavor and consistency. 7 tempting 


varieties for mealtime interest. Gerber. Strained Meats 


131 
; 
; 
> 
: bd ‘ 
| ci | 
é on . 
ae 
' 


DERMATITIS? 


For care of the skin... 
Calgon® and mild soap 


| assure complete cleanliness, 


ACCELERATE THE 
RECOVERY 
PROCESS WITH 


LEOERLE 


—< 


fox 


BUCCA 


U.S. Pat. off 


‘LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 


minimize irritation 


Clinical experiments prove that washing and rinsing with 

Calgon prevent formation of soap curd or film. This 

|calcium soap deposit may cause irritating skin eruptions 

|or rash. Calgon ties up the trouble-making minerals in 
| water so they can’t combine with soap, 
detergents, soil or shampoo to form 
film. Without Calgon, this undesir- 
|able film stays on skin or in hair. 
| With the addition of Calgon—hands, 
| skin and hair become film-free, thor- 
|oughly clean and sanitary. Protect 
| yourself and your patients with the 
| safe, gentle water conditioning action 

| of Calgon. 

For more information, write Dept. 327, 
Calgon Company, Pittsburgh 30, Pa. 


CALGON ENDS PROBLEMS CAUSED BY WATER 


= 
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PREVENT 


both cause and fear 


ANGINA 
ATTACKS 


Miltrate 


NEW DOVETAILED THERAPY COMBINES IN ONE TABLET 


prolonged relief from sustained coronary 
anxiety and tension with vasodilation with 
MILTOWN® PETN 
The original meprobamate, pentaerythritol tetranitrate 
discovered and introduced a leading, 
by Wallace Laboratories long-acting nitrate 


“In diagnosis and treatment [of cardiovascular diseases] ...the physician 
must deal with both the emotional and physical components of the problem 
simultaneously.” 

The addition of Miltown to PETN, as in Miltrate,“...appears to be more effective 
than [PETN] alone in the control of coronary insufficiency and angina pectoris.”’? 


Miltrate is recommended for prevention of angina attacks, not for relief of acute attacks. 


Supplied: Bottles of 50 tablets. , 

Each tablet contains: 200 mg. Miltown + 10 mg. pentaerythritol tetranitrate. 

Usual dosage: 1 or 2 tablets q.i.d. before meals and at bedtime. 

Dosage should be individualized. For clinical supply and literature, write Dept. 1N 


1. Friedlander, H. S.: The role of atarazics in cardiology. Am. J. Card. 1:395, March 1958. 
2. Shapiro, S.: Observations on the use of meprobamate in cardiovascular disorders. Angiology 8 :504, Dec. 1957. 


“WALLACE LABORATORIES, New Brunswick, N. J. 


TRAOE- MARK 
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FOR EVERY TOPICAL SITUATION 
SESS 


& 


c > RV 

EXCELLENT ANTIBIOTIC AND ANTI-INFLAMMATORY COMBINATION FOR INFLAMMATORY AND/OR INFECTIOUS DERMATOSES 


® 1. Howell, C. M., Jr.: Am, 
Pract. & Digest Treat, 
8:1928, 1957. 
2. Frank, L.: A.M.A, Arch, 
ee Dermat. 75:876, 1957. 
3. Welsh, A. L.: Internat. 
Rec, Med. 169:775, 1956. 


4, Robinson, H. M., Jr., et 


neomycin and hydrocortamate 10 r CAL 0 | NTM E NT al.: Antibiotic Med. 3:461, 
1956. 
5. Janssens, J.: Le Scalpel 


111:69, 1958. 
An extraordinary water-soluble dermatologic corticoid, MAGNACORT, 6. Bereston, E. S.: Clinical 
combined with an outstanding topical antibiotic, neomycin, for Soe Sm ee 
effective control of inflammatory and/or infectious dermatoses.'-6 
Improvement or complete cure noted in 88% of a series, including Pfizer) 
many skin disorders notoriously difficult to treat.® 
SuppuiepD: In 1/6-o0z. and 1/2-oz. tubes, 0.5% neomycin sulfate and 0.5% hydro- PFIZER LABORATORIES 
cortamate hydrochloride. Division, Chas. Pfizer & Co., Inc. 
Also available: MAGNACORT® Topical Ointment: In 1/6-0z. and 1/2-0z. tubes, 0.5% hydrocortamate hydrochloride. Brooklyn 6, New York 
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sustained release 


capsules 


Two capsules on arising last all day 
Two capsules at bedtime last all night 


relieve nervous tension on a sustained 
basis, without between-dose interruption 


“The administration of meprobamate in 
I.Meprobamate is more widey prescribed than ary -«-SUStained action form [Meprospan] produced 
other tranquilizer. Source: nance research a more uniform and sustained action . 


organization; name on request. 
(sustained action maprotanute these capsules offer effectiveness at 
tranquilizing and relaxing agents in children, 992 


4 for publication, 1958. reduced dosage. 


Dosage: 2 Meprospan capsules q. 12 h. 
Supplied: 200 mg. capsules, bottles of 30. 


Literature and samples on request * WALLACE LABORATORIES, New Brunswick, N. J. 
*rRADE-MARK CME-73208 who discovered and introduced Miltown® 
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In Wheeling, physicians control case after case 
of hypertension with Serpasil 


Physicians in Wheeling, West Virginia, like 
their colleagues throughout the world,” use 
Serpasil to advantage in three basic clinical 
situations: In mild hypertension, this drug 
alone calms the patient while it lowers blood 
pressure safely, gradually. In more severe 
cases, priming the patient with Serpasil en- 
hances his response to more potent agents. /n 
almost every case, Serpasil can be used ad- 
junctively to lower the dosage requirements 


of other antihypertensive agents and thus 
reduce their side effects. 


Almost any antihypertensive program has a 
place for Serpasil. You can use it to the bene- 
fit of many hypertensive patients. 


SERPASIL® (reserpine CIBA) CIB 


2/2579Me 


*An objective survey of 1245 physicians in the 
U.S. and in 49 other countries brought out this 
fact: Serpasil controlled or helped to control high 
blood pressure in 73.8% of all patients treated. 
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PROFESSIONAL AND TECHNICAL AIDES 


(a) Tech. (ASCP), bact. (MS) or parasitologist (MS); | 
300-bed gen hosp, JCAH approved; foreign operations, 
major indus. co; $9072. (b) Biochemist, PhD or highly 
qualif. MS; plans completed for new 1000-bed hosp; 
duties adm, considerable resrch; $8-$10,000; MW. (c) 
Chief tech; new 125-bed gen hosp; staff of 8-10 techs; 
$6000; Calif. Medical Bureau, Burneice Larson, Direc- | 
tor, 900 North Michigan, Chicago. L 


| 

WANTED—TECHNOLOGISTS: (a) CHIEF MED TECH; | 
supv 2-3 in well equip'd, modern lab, orp 6 Internists; 
to $7200; SW resort, univ twn. (b) INSTRUCTOR IN 
MED TECH; apprv'd sch; hsp now 300 bds; $4800, to 
$5700 in | yr; coll city 75,000; MW. (c) MED TECH; 
gen hsp 65 bds; to $5400; MW town 30,000. (d) 
CHIEF XRAY TECH; 3-yr old, air-cond gen hsp 
350 bds; ideal loca, So. (e) CHIEF MED TECH; very 
active lab; 275-bd Texas hsp; abt $6000. (f) CHEM; 
.S., M.S., know! all new chem proc; busy county 
hith tab; min $6500; E resort loca. (g) LAB & XRAY 
TECH; 25-bd gen hsp; $6000; Alaska. (h) TISSUE 
TECH; sole resp; fully apprv'’d gen hsp 300 bds; to 
$4800; Chgo area. (i) MED TECHS; vol gen hsp 100 
bds: sm twn fairly nr sev impor univ cities; SE. (j) 
CHIEF MED TECH; fully apprv’d 200-bd gen hsp; 
$5200 or more; NYC vicin. Woodward Medical Bu- 
reau, Ann Woodward, Director, 185 N. Wabash, 
Chicago. L 


iENERAL MEDICAL TECHNICIAN; FOR EMPLOY- 
ment with the United States government; under 38 
vears of age; must be U. S. citizen; knowledge of x-ray 
and laboratory procedures required; military experi- 
ence in the medical field desirable; must have com- 
pleted military obligation; willing to serve overseas; be- 
ginning salary $4,490 plus allowances; request initial 
reply include personal, professional and military back- 
ground. Box 6384 L, % AMA 


PRACTICES FOR SALE 


‘ALIFORNIA--EENT PRACTICE ESTABLISHED IN 
1939; for sale by doctor's widow in Indio, California; 
leasing building and equipment; air conditioned build- 
ing: located on residential street. Mrs. Ruth Berke, 
Box 56, Indio, California Pr 


CALIFORNIA $60,000 GENERAL PRACTICE; FINE 
equipment; lab, x-ray; best building; low cost lease; 
plenty room two doctors; easily do $100,000; growing 
southern California community; near Ocean; ideal cli- 


mate, hospitals, schools; sell practice, equipment $25,000 } 

accounts receivable; you make financial offer; going to : P 

Sierras to hunt, fish. Box 6687 P, % AMA ; ) 5 IN ON E WEE 
CALIFORNIA—SOUTHERN; COASTAL CITY; ACTIVE | 

general practice; well equipped office, complete x-ray; 


reasonable rent; grossing $45,000; terms; excellent year R TWO DAY ; 
round climate; good hunting, fishing and boating. Box : #8 


6298 P, % AMA 


CONNECTICUT LARGE GENERAL PRACTICE; 

grossing over $55,000; progressive city; beautiful sur- 
rounding country; fully approved open hospital; no real 
estate to buy; little cash; terms arranged; leaving to 
specialize July, 1959. Box 6734 P, % AMA 


FLORIDA PEDIATRICIAN; WEST PALM BEACH; 
at least $40,000 potential; new air conditioned office; 
x-ray and laboratory accommodations; immediate occu- 
pancy; Florida license necessary; very reasonable terms. 


tox 6708 P, % AMA 


FLORIDA — FULLY EQUIPPED MEDICAL OFFICE 
and practice for sale; x-ray, ECG, tec; 1,200 feet; Lin- 
coin Road, Miami Beach; full price $3,000 and assume 

lease. Box 6728 P, % AMA. 


ILLINOIS—ESTABLISHED EENT PRACTICE; SAME 
location for 35 years; Chicago, northwest side; furni- 
ture, instruments, equipment for sale; retiring healthy; 
please give qualifications; good opportunity for eye 

surgeon. Box 6713 P, % AMA 


KENTUCKY — GENERAL PRACTICE; LOCATION 
western; newly completed hospital three miles; gross 


$31,000 last year; net $20,000; completely equipped | NEW YORK—FOR SALE; LUCRATIVE RURAL GEN- LOS ANGELES—NEW MEDICAL CENTER; 60 suites; 
Ayes ral practice; Finger Lakes Region, New York state; 3 buildings; air conditioned; completely modern; in 
office ; good lease; also new home available; specializing. eral prac + Singer gion, ; ¥ 
age > » ise dividually designed; adjacent to 2 new hospitals. Eddie 
Box 6623 P, % AMA. pleasant village, modern office and lovely landscapec Dos] Maries & Company, 1850 W. Ls rial Highway 
MONTANA—WELL ESTABLISHED GENERAL PRAC- = 
tice available immediately: very attractive office; mod- | PENNSYLVANIA—TWELVE YEAR GENERAL PRAC- 2,160 FEET AVAILABLE IN MODERN SHOPPING 
ern hospital; fine schools; progressive community; ex- tice; excellent laboratory equipment; ideal for internist; center for doctor's offices; six months free rent; $500 per 
cellent hunting and fishing; mild climate; specializing. adequate office space for two physicians; new 122 bed month rent thereafter; will remodel to suit tenants. B 
Box 6657 P, % AMA. open staff hospital within two miles; beginning four “y”’ Pharmacy, Eugene, Oregon 
NEW JERSEY—UNOPPOSED GROWING PI ICE year pathology. John E. Deardorff, MD, Northumber 
NE cCRSEY—U> SE i YING PRACTICE P 
near Manhattan in beautiful country; fully equipped — APPARATUS ETC. FOR SALE 
home-office with x-ray; good hospitals and part time — EXCET. 
jobs. Box 6613 P, % AMA. WEST VIRGINIA — GENERAL PRAC TK E; — SLIT LAMP — B&L UNIVERSAL IN GOOD CONDI- 
lent opportunity to take over going practice in southern tion; $290. Dr. Raymond, 719 Park Avenue, East 
NEW MEXICO — SOUTHWEST; ACTIVE GENERAL community; population 12,000, wonderful climate, moun- Orange, New Jersey. Q 
practice; grossed in excess of $55,000 in 1957; completely tains, recreation, etc.; gross $25,000; open staff hos 
equipped office; small college town; open staff ee: pital; no cash required ; easiest terms, specializing Janu- LARGEST STOCK OF USED-RECONDITIONED AND 
will arrange reasonable terms. Box 6683 P, % AMA. ary, 1959; position open immediately; include full surplus x-ray equipment in America; all makes and 
NEW YORK—SMALL TOWN GENERAL PRACTICE resume in first letter, your confidence respected. Box models of diagnostic and therapy units ; delive ed; in- 
“ - 6735 P, % AMA, stalled, guaranteed and serviced. Write for details o 
available in one of New York State's fastest growing ‘ -_ ic 
fully “d office i new deferred payment plan and new accessory price 
n excellent location list: The Kramer X-Ray Company, Inc., formerly Med 
with modern rospitals close by; easonable rental with FOR RENT ical Salvage Co., Inc., 217 E. 23rd Street, New York 10, 
no down payment; widow desires to give young practi New York Q 
tioner chance to start own practice at extremely reason- | FOR RENT OR SALE—NEIGHBORHOOD OFFICE; 4 7 
able terms; unlimited opportunities for ambitious young consultation rooms, share reception room with dentist LARGE STOCK NEW, USED EQUIPMENT: INSTRU- 
physician. Contact: Mrs. Mary Gridley, 805 Grand Cen- Frederic Speer, MD, 2601 Parallel Avenue, Kansas ments; available for physician, hospital, or laboratories 
tral Avenue, Horseheads, New York. Pr City 4, Kansas. ? Harry Wells, 400 E. 59th St., New York 22, New York. Q 


Pleasant tasting 
| 
TABLETS —Piperasine Citrate. 250 or 5 
“AANTEPAR’ WAFERS Piperazine Phosphate. 


J.A.M.A., Sept. 20, 1958 


new only potent narcotic analgesic 


LERITINE 


ANILERIDINE 


effective even for @ 


e orally potent 
e consistently gives profound relief 
e minimal side effects 


Additional information to physicians on request. 
Subject to Federal Narcotic Law. 
LERITINE is a trade-mark of Merck & Co., Inc. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


OBSTETRICS 


CANIGLIA 


“The prescription you gave me yesterday tasted awful!!!! 
So I'm back with a different list of symptoms!” “That's all very well sir, however you forgot to bring 
one essential thing, your wife.” 
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UTENSIL BY FASCOLE CORPORATION, N.Y. C.— COURTESY N.Y. UNIVERSITY 
MEO. CENTER INSTITUTE OF PHYS. MEO. & REHABILITATION, N.Y. C. 


ESPECIALLY 
DESIGNED 
WITH THE 

ARTHRITIC 
IN MIND 


Kenacort, like this aid for putting on hose, is especially designed for your 
arthritic patient. 
Kenacort exerts its powerful antirheumatic, anti-inflammatory, and anti- 
allergic action in all stages of arthritis and, if used soon enough, may even 
forestall the crippling effects that make the use of such devices as this necessary. 
Accumulated clinical evidence has shown that Kenacort suppresses the rheumatic process.”* For your arthritic 
patient this means increased range of motion and relief from pain and stiffness. 


Kenacort, a halogenated steroid, is often effective when certain other glucocorticoids have failed in the 
treatment of arthritis, asthma, allergies, and dermatoses — 


with a low incidence of gastric disturbance 1.5.88 
without salt and water retention 1.39 
eS 3 with no potassium loss 49 
without unnatural psychic stimulation 1.58 
4 | with no adverse effect on blood pressure '.45.7.8 
on alow dosage range 5% 


Squibb Triamcinolone 
Supply: Scored tablets of 1 mg. and 2 mg.-bottles of 50. Scored tablets of 4 mg.-bottles of 30 and 100. 


1. Hartung, E.F.: J.A.M.A. 167:973 (June 21) 1958. 2. Freyberg, R.H.; Berntsen, C.A., Jr., and Hellman, L.: Arth. & Rheum. 1:215 
(June) 1958. 3. Boland, E.W.: Geriatrics 13:190 (March) 1958. 4. Hellman, L., and others: A.M.A. J. Dis. Child. 94:437 (Oct.) 1957. 
5. Shelley, W.B.; Harun, J.S., and Pillsbury, D.M.: J.A.M.A. 167:959 (June 21) 1958. 6. Feinberg, S.M.; Feinberg, A.R., and Fisherman, 
E.W.: J.A.M.A. 167:58 (May 3) 1958. 7. Friedlaender, S., and Friedlaender, A.S.: Antibiotic Med. & Clin. Ther. 5:315 (May) 1958. 
8. Sherwood, H., and Cooke, R.A.: J. Allergy 28:97 (March) 1957. 9. Dubois, E.L.: J.A.M.A. 167:1590 (July 26) 1958. 


Squibb Quality — the Priceless Ingredient 


GENACORT IS A SQUIBO TRADEMARK 
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The new Hand Anerol 


is ideal at any distance! 


HE is a real convenience, especially for doctors 
who wear bifocals. The gage of the new Tycos 
Hand Model Aneroid is read easily at any distance— 
whether close up or at arm’s length. This is especially 
convenient when examining very sick patients in bed. 
The new Tycos Hand Model Aneroid also has these 


valuable features: 


e Inflating bulb and air release valve built right into 


the back of the gage. 


e Balanced to fit comfortably in either hand. 
New floating 
stainless steel ball replaces old needle valve. 


e New feather-touch valve control. 


e Single tube with Luer lock fitting—you can apply 
the cuff on your patient’s arm before you attach the 


gage. 


e Accurate in any position .. . always accurate when 
pointer returns to zero. Famous Tycos 10-year triple 


warranty. 
Made by skilled American instrument 
technicians—service available in all 
parts of the country. Genuine leather 
zipper case and Hook Cuff. Weighs 
only 18 ounces. $47.50. 
Taylor Instrument Companies 

Rochester1, N.Y. Toronto, Canada 


Taylor [nslruments MEAN ACCURACY FIRST 


Tycos 


UNSURPASSED 
ACCURACY FOR 
HALF A CENTURY 
1907-1957 


| 
| Bauer & Black...... 


J.A.M.A., Sept. 20, 1958 
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Personalized Duplicate Receipt Book THE CHICAGO MEDICAL SOCIETY 
A complete cash control system for only $7.00. 
500 originals (perforated) 500 duplicates (per- Announces its Postgraduate Course in 
manently bound). Each receipt personalized and 


numbered—fine sulphite bond paper. Send your SURGERY 


card or letterhead. We will design the correct 
receipt for you and send for your approval. to be held of the 


ROBERT JAMES CO. BIRMINGHAM: i. ALA. HAMILTON HOTEL 
20 South Dearborn Street, Chicago 


NOVEMBER 3—7, 1958 


Inc. 


Competent. ethical corviews Gor eupastont FACULTY 
. spacious recreation grounds. Patients ac- 
seoted anv time. Early entrance advised. Adop- William E. Adams Frank Glenn H. R. Oberhill 


A. N. Arneson Paul W. Greeley John R. Paine 
eal Staff. Address: John M. Beal C. Howard Hatcher Langdon Parsons 
ie MRS. DON D. HAWORTH. Supt. Edward J. Beattie, Jr. Paul H. Holinger —_—Willis J. Potts 
2927 Main -. Kansas City 8, Mo. Tel. Westport 1-2104 John L. Bell Theodore R. Hudson Gerald H. Pratt 
ae Philip E. Bernatz John L. Keeley Charles B. Puestow 
Joseph B. Kirsner Thomas B. Quigley 


Robert E. L. Berry ; 
Sdeck », George Crile, Jr. Wyland F. Leadbetter Daniel Ruge 
MRS. DAY'S BABY SHOES A. R. Curreri William M. Lees Fred Shapiro 
| Harry W. Southwick 


‘uge “ki ) S g ing 

our Medical C tion over o period of yeors. Babies G. Maddor Oscar Sugar 
Edwin H. Ellison Michael L. Mason John C. Ulery 


under your core ‘should hove the benefit of this work. f A 
® J. D. Farrington James H. McDonald parold C. Voris 


MRS. DAY'S IDEAL BABY SHOE CO., INC. James H. Ferguson John L. McKelvey Claude E. Welch 
DANVERS, MASSACHUSETTS Morris T. Friedell E. Trier Morch Mark C. Wheelock 
H. H. Garner G. E. Norwood Leo M. Zimmerman 


The course is open to physicians in good standing in 
their local medical societies. Fee $75.00 
* 

For copy of program and application write: 
Committee on Postgraduate Medical Education, 


CHICAGO MEDICAL SOCIETY 
86 East Randolph Street, Chicago 1, Illinois 


NORTH SHORE 
HOSPITAL 


—for psychiatric treatment and research 


: Se on the shores of Lake Michigan 
Care onl WINNETKA, ILLINGES 


treatment 
of emotional 
disorders 


BELLEVUE PLACE 
for 
Nervous and Mental Diseases 


EDWARD ROSS, M.D., Medical Director 
BATAVIA, ILLINOIS PHONE: BATAVIA 1520 


SODIUM OLEATE 


141 
= 
Fly Accredited | 


no. | in a series 
of danger signals 
tn office practice 


Stubborn negativism in a hitherto agreeable patient may be the physician’s first warning of 
mental or emotional disturbance. But progression to a more serious breakdown is not in- 
evitable. The episode can often be aborted with early Pacatal therapy. 

More normal behavior usually follows soon after Pacatal therapy is initiated while the patient 
remains fully alert. It is the relative absence of sedative action which makes this drug 
particularly useful in office practice. 

Pacatal is well tolerated. Side effects are few and generally mild. However, like all potent 
ataractic agents, Pacatal should be used with close supervision of the patient. Average dosage 
is 25 mg. three or four times daily. Complete literature available on request. 

Supplied: 25 and 50 mg. tablets in bottles of 100 and 500. Also available in 2 ec. ampuls 
(25 mg./ce.) for parenteral use. 


WARNER-CHILCOTT for normalization ...not sedation 


Pacatal 


BRAND OF MEPAZINE 
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WITH EDEMA FLUID 


SALYRGAN-THEOPHYLLINE 


drains off edema fluid in nephrosis, hepatic cirrhosis 
and congestive failure. By eliminating massive 
amounts of fluid, Salyrgan-Theophylline reduces the load 
placed upon the heart and increases cardiac efficiency. 


LABORATORIES Ampuls of 1 cc. and 2 cc. Enteric coated tablets. 


NEW YORK 18, N. Y. 


Salyrgan (brand of mersalyl), trademark reg. U.S. Pat. Off. 
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when baby goes home / formula feeding satisfaction for mother and infant 


Mothers will appreciate the simplicity and conven- 
ience of formula preparation whether you select 
Lactum or Dextri-Maltose as discharge formula 
and for continued feeding. 


Lactum is available in two forms: Liquid and 
“instant” Powder. For a 20 calorie per ounce for- 
mula, mother adds a can of water to a can of 
Liquid; or a measuring cup of Powder to a quart 
of water; or 4 tablespoons of Dextri-Maltose to a 
can of evaporated milk and enough water to make 
a quart. She prepares formula when convenient, 
stores in refrigerator until needed. She has enough 


formula ready to satisfy baby’s varying needs and 
appetite from day to day, feeding to feeding. 


Lactum* 
Modified milk formula, Mead Johnson 


Dextri-Maltose® 
Maltose-dextrins formula modifier, Mead Johnson 


and for special feeding problems: 

Sobee,® Nutramigen,*® Probana,”® Lofenalac (new 
low phenylalanine formula) 

Printed patient services are available on all for- 
mula preparations from your Mead Johnson repre- 
sentative or by writing us, Evansville 21, Indiana. 


Mead Johnson 


Symbol of service in medicine 
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